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From the Surgeon General 



Reflections at Year's End 



YEAR'S END and the holiday 
season traditionally mean a pause 
for review and reflection. Looking 
back on our progress during 1977, I 
would sum up the year as "event- 
ful"— but that doesn't begin to tell 
the story. The year's work was de- 
manding, frustrating, occasionally 
disappointing, more often fruitful 
and rewarding, and all in all a test 
of our mettle. 

Coloring all our work was the 
physician shortage. For years, Med- 
ical Department leaders have pre- 
dicted that, with the end of the draft 
and in the absence of any planned 
program to improve the attractive- 
ness of military medicine, there 
would be an inevitable decline in 
the number of Medical Corps offi- 
cers. This year, almost overnight, 
the nation took notice. 

The flash point was NRMC Oak- 
land where last spring an anesthesi- 
ology resident charged publicly that 
the medical facility was under- 
manned and poorly equipped, and 
that patient care was compromised 
as a result. Before we could com- 
plete our own investigation of these 
charges, the story had been picked 
up by local television stations and 
newspapers. Gradually interest 
spread to network news programs, 
the wire services, and the nation's 
leading medical newspapers and 
magazines. The situation ultimately 
drew the attention of the Chief of 
Naval Operations, the Secretary of 
the Navy, and Members of Con- 
gress. 

Both the investigation I ordered 
in June and a later Naval Inspector 
General inquiry into conditions at 
NRMC Oakland revealed that while 
there were shortages of equipment 
and personnel, overall, health care 



provided at the facility had not been 
adversely affected. Certain defi- 
ciencies in management were re- 
ported, but action to correct these 
problems was under way even 
before they drew such extreme 
public interest. Specifically, the 
damaging charge that patients had 
died as a result of staff and equip- 
ment shortages was proven in all 
instances to be false. After review- 
ing the IG report, Chief of Naval 
Operations ADM James L. Hollo- 
way said, "While the team made a 
number of substantive recommen- 
dations aimed at improving patient 
care at Oak Knoll, it is important to 
recognize that the team found that 
the overall level of patient care 
there is high." 

Secretary of the Navy W. Graham 
Claytor, Jr., voiced all our convic- 
tions when he said, "We intend to 
make certain that Department of the 
Navy personnel and their depend- 
ents—in the Bay area and through- 
out the world— continue to receive 
the best possible medical care." 

An immediate sign that policy- 
makers outside the Medical Depart- 
ment have begun to take seriously 
the problems of Navy medicine is 
the call for two major studies aimed 
at improving medical care for Navy 
and Marine Corps personnel and 
their dependents. At the direction 
of ADM Holloway, my staff and I, 
together with the Chief of Naval 
Personnel, have begun an intensive 
review of medical personnel distri- 
bution, and will study the adequacy 
of manpower in Navy medical 
facilities worldwide. Our goal is to 
ensure the very best use of our 
limited medical personnel. 

In addition, by early summer we 
had already contacted acivilian con- 



sulting firm to make plans to study 
the organization and management 
of the Bureau of Medicine and 
Surgery. Through this study, which 
is now under way, we hope to 
identify opportunities to strengthen 
our health care delivery system. 

I welcome this interest in our 
work, because in it I see the promise 
of our recovery. More than our 
problems are on display: we have 
also been able to use these opportu- 
nities to remind the public^and our 
policymakers as well— of the impor- 
tant role Navy medicine plays in this 
nation's defense, and of our abso- 
lute need for support. We have 
been able to reaffirm our belief that 
Navy medicine is good medicine. 

Again and again, the investiga- 
tors and reporters looking into the 
Oakland story have told me of their 
admiration for the dedicated per- 
sonnel they found at that facility. I 
know this kind of dedication can be 
found at all our facilities. 

I am aware, and am pleased that 
now many more people are aware, 
of the compassionate care you offer 
your patients, and of the patriotism 
that attracts you to the often diffi- 
cult life of Navy medicine. I appre- 
ciate your fine efforts and am proud 
to serve with you on this outstand- 
ing health care team. 

May this holiday season bring 
you much joy, and may you and 
your families prosper in the new 
year. 



M 




W.P. ARENTZEN 

Vice Admiral, Medical Corps 

United States Navy 
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Department Rounds 



Preventive Medicine 



BUMED Backs Immunization Initiative 



Ninety percent of American chil- 
dren under the age of 14 fully im- 
munized by October 1979: that's the 
goal of the National Immunization 
Initiative called for last April by 
President Carter. 

The Navy would like to do even 
better. 

"The most preventable diseases 
in the world today are those for 
which immunizations are avail- 
able," says CAPT Dennis F. 
Hoeffler (MC), director of the Bu- 
reau of Medicine and Surgery's 
Occupational and Preventive Medi- 
cine Division. 

"About 75% to 80% of our mili- 
tary dependent children are proper- 
ly immunized," Dr. Hoeffler re- 
ports. "That's better than the 
national average — which is about 
60%. But this still implies a signifi- 
cant problem: some 25% of our chil- 
dren are not adequately immunized 
and are unnecessarily susceptible to 
preventable disease." 

Growing menace. Contrary to 
what many people believe, safety 
against the preventable diseases of 
childhood cannot be taken for 
granted. Polio cases are reported 
each year; and measles, rubella, 
and mumps strike annually, in all 
types of communities, in all parts of 
the country. Several hundred chil- 
dren suffer from diphtheria and 
tetanus, and nearly 1,000 from 
pertussis each year. With these 
diseases may come death or serious 
disability. 

Experts fear that under present 
conditions, widespread epidemics 
of "childhood diseases" could 
strike once again. 

What are these present condi- 
tions that make preventable dis- 
eases a continuing problem and an 
even more serious threat? Figures 
from the Center for Disease Control 




Children should be immunized early to help control disease 



of the Department of Health, Edu- 
cation, and Welfare tell the story. In 
1963, some 84% of the nation's chil- 
dren between one and four years of 
age were vaccinated against polio. 
Ten years later, only 60% of the 
children in that age group were vac- 
cinated. Also in 1973, only 61% of 
these young children were vacci- 
nated against measles, 56% against 
rubella, and only 35% against 
mumps. The best news was that 
73% had received the combined 
vaccinations for diphtheria, tetanus 
and pertussis — but even this level 
was down from 79% two years ear- 
lier. 

The result: preventable diseases 
are a continuing, growing menace. 

Outbreaks. For the Navy and the 
Marine Corps, the drop in chil- 
dren's immunization levels means 
grown-up problems. 



"We are getting major outbreaks 
of rubella in some of our training 
centers," Dr. Hoeffler reports, 
"and we think we are also seeing an 
increased incidence of measles. The 
susceptible groups are adolescents 
and young adults who either were 
not immunized as children or were 
inadequately immunized." 

Dr. Hoeffler believes the solution 
is simple: more children must be 
vaccinated. 

"We don't recommend wholesale 
immunization of young adults ex- 
cept in outbreaks," he explains. 
"But we want to take care of the 
disease reservoir in infants and chil- 
dren up to the age of 14. If we can 
control disease in these children, we 
can avoid outbreaks among our 
young adult military men and 
women." 

Some steps have already been 
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made in that direction. Across the 
nation in 1974 and 1975, small but 
significant increases were seen in 
vaccination statistics. The percent- 
age of young children vaccinated 
against polio rose from 60% in 1973 
to 63% in 1974 and to 65% in 1975. 
Other diseases follow a similar pat- 
tern: in 1975 some 75% of the 
nation's young children had re- 
ceived vaccinations, 66% were vac- 
cinated against measles, 62% 
against rubella, and 44% against 
mumps. 

Two new directives demonstrate 
Navy support of President Carter's 
immunization alert. SECNAV No- 
tice 6230 of 16 Sept 1977 calls for all 
Navy and Marine Corps activities to 
participate in the National Immuni- 
zation Initiative by disseminating 
information and cooperating with 
local immunization campaigns. 

Even earlier, on 18 July 1977, 
BUMED Instruction 6230. 12B was 
released updating policy for admin- 
istering live measles virus vaccine 
to dependent children. 

AAP recommendations. Medical 
Department personnel involved in 
the National Immunization Initiative 
may wish to consider the following 
recommendations of the American 
Academy of Pediatrics: 

• AH U.S. children should receive 
recommended vaccines against all 
preventable infectious diseases. 

• An immunization program should 
encourage administration of vac- 
cines as part of a preventive health 
care program that is continuous and 
comprehensive. 

• Any immunization program 
should be part of a continuing phy- 
sician-patient relationship, or 
should be the introductory link to 
such a relationship. 

• Sustained multimedia promotion- 
al campaigns should be designed to 
educate medical professionals and 
the public to expect and demand 
routine immunizations for children. 

• An efficient system of recording 
immunizations should be instituted. 

"Navy physicians must make 
sure their patients are protected," 
says Dr. Hoeffler, "even if that 
means a check of all charts. Hos- 



pitals and clinics must set up sys- 
tems to ensure that the immuniza- 
tion records of all new patients are 
reviewed on their first visit." 

"Medical Department members 
should work through their local 
schools to make sure the immuniza- 
tion initiative reaches all our de- 
pendent beneficiaries ages 5 to 14. 




Youngster receives measles inoculation 
during outbreak in Hawaii 

They also should work with the local 
PTA and school board to help raise 
the immunization levels of other 
young children in the community." 

Cholera boosters. Although Navy 
support of the National Immuniza- 
tion Initiative is directed toward 
protecting dependent children, the 
Navy has not slackened its efforts to 
assure proper immunizations for 
active duty military members. In 
June, a complete revision of BU- 
MED Instruction 6230. 1H was is- 
sued, updating immunization re- 
quirements and procedures. 

The major change in this triser- 
vice regulation involves cholera vac- 
cine. Once required every six 
months for military personnel out- 
side the U.S., cholera booster shots 
are now given Navy and Marine 
Corps members only when they will 
be living in a country with a cholera 
outbreak (as determined by the 



World Health Organization), or if 
the boosters are required by the 
host country. Navy members con- 
tinue to receive the basic series of 
cholera shots if they are stationed 
outside the continental U.S. or pre- 
paring to depart for an overseas 
duty assignment. 

"Nobody really knows just how 
good active-duty members and their 
families are about keeping immuni- 
zations up to date," says LCDR 
Michael Quinlan (MC), head of the 
BUMED Epidemiology Section, 
"but we think there's plenty of 
room for improvement." 

"The major problem is with 
people going overseas or reporting 
to fleet units without their vaccina- 
tions," he explains. "Then they 
have to get the shots on the spot. 
It's an extra expense to the local 
command and an inconvenience to 
all concerned. And sometimes when 
the individual must be vaccinated 
by a local physician before being 
allowed into a foreign country, we 
can't even be sure that the best vac- 
cines are used." 

"AH in all," says Dr. Quinlan, 
"it's easiest, safest, and best for 
everyone if people will get the im- 
munizations they need here at home 
before they head overseas." 

Another common problem is the 
sailor who starts a series of vaccina- 
tions and then is transferred before 
he can complete it. 

"It's up to the Medical Depart- 
ment representative aboard ship to 
know the immune status of the 
people under his care," Dr. Quinlan 
points out. "When a man comes 
aboard, the hospital corpsman must 
check on the status of his shots. The 
sailor is supposed to have had his 
inoculations, but sometimes he 
doesn't. The Medical Department 
representative can't let up on this 
kind of medical surveillance." 

Inadequacies. Navy Surgeon 
General VADM Willard P. Arentzen 
(MC) discussed immunizations in a 
letter to medical facility command- 
ing officers last February. 

"It was presumed that the Navy 
and Marine Corps, with their en- 
lightened populations, plentiful and 
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effective immunizing agents, and 
free medical care, would have a 
better overall immune status than 
that seen in the civilian commu- 
nity," the Surgeon General wrote. 

"Formal and informal inspections 
of our records, however, have re- 
vealed that active-duty personnel 
are more poorly immunized against 
preventable diseases than had been 
previously suspected." 

Immunization inadequacies were 
most common among Medical De- 
partment members themselves, the 
Surgeon General pointed out. 

VADM Arentzen identified sev- 
eral problems involved in disease 
control in the military environment: 

1) Inadequate record-keeping 
practices, a problem he proposed 
solving by "systematic audit of pa- 
tient records and resolution of ob- 
served discrepancies." 

2) Careless attitudes among pa- 
tients, requiring local health educa- 
tion programs and strong Medical 
Department leadership to over- 
come. 

3) Special health risks to military 
men and women as a result of their 
military duty or overseas assign- 
ments. 

"Typhoid, poliomyelitis, diphthe- 
ria, and the like, while unusual in 
the U.S., are not rare overseas," 
VADM Arentzen said. "And al- 
though it is too soon to predict 
whether smallpox has been eradi- 
cated, its eradication does not 
eliminate its potential use as a bac- 
teriological warfare weapon." 

Rubella study. To provide greater 
protection, a BUMED-sponsored 
study is under way to determine the 
costs and benefits of routinely im- 
munizing all recruits against rubel- 
la. Such immunization could be ex- 
pected to reduce the number of re- 
cruits hospitalized for rubella— 
1,200 last year— but there are other 
considerations. 

"At least 85% of our recruits al- 
ready have a natural immunity to 
rubella," LCDR Quinlan points out. 

"If we give rubella vaccine to 
female recruits we would first have 
to do a serologic test to see if they 
have natural immunity, and then do 



a pregnancy test. Any female given 
the vaccine would have to be ad- 
vised not to become pregnant for 
three months, since it is still con- 
sidered a potential teratogenic 
agent." 

Newest in the rash of immuniza- 
tion regulations is BUMED Notice 
6230 of 4 October 1977, which pro- 
vides current information on influ- 
enza disease, vaccine composition, 
and influenza immunization re- 
quirements for the 1977-78 epidemi- 
ologic year. 

While nothing as dramatic as last 
year's nationwide swine flu immu- 
nization effort is expected this 
season, influenza remains a serious 
worldwide medical problem and its 
control is a continuing Medical De- 
partment responsibility. Because of 
its high attack, rapid spread, and 
the possibility of serious complica- 
tions, influenza can gravely com- 
promise the operational readiness 
of U.S. military forces. 

Influenza vaccinations are re- 
quired for all alert forces, and will 
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be offered other military personnel 
and dependents who volunteer for 
the immunization. Dependent chil- 
dren below age 18 may receive split 
virus vaccine only on a physician's 
recommendation . 

Nonactive-duty recipients must 
be advised of the benefits and risks 
of influenza immunization, and 
their informed consent must be 
obtained before the vaccine is 
administered. This consent form is 
to be retained in the patient's health 
care record. 

"The Navy Medical Department 
[possesses] the required assets to 
develop exemplary immunization 
programs for all its beneficiaries," 
VADM Arentzen wrote in his letter. 
"Sufficient leadership is also avail- 
able to assure that these programs 
are adequately administered." 

"The time has come to correct the 
existing discrepancies, beginning 
with ourselves and our Medical De- 
partment colleagues, and extending 
the effort to include our patients 
whom we serve. ' ' 



PASS: Prescription for 
Personnel Problems 



LTJG Martha R. Bills, USN 

ENS Hugh C. Sullivan, MSC, USN 

An innovative system which will 
help relieve medical facilities of ad- 
ministrative and personnel record- 
keeping is being tested in the 
Washington, D.C., area. 

The new Pay and Personnel Ad- 
ministrative Support System — 
called PASS— will provide Navy 
members with one-stop personnel 
and disbursing service. Routine 
procedures such as check-in and 
check-out, and changes in depend- 
ency status will be greatly simpli- 
fied under the PASS concept. 
Greater accuracy in personnel and 
pay records is also expected as the 



new centralized and automated 
system goes into effect. 

PASS will be introduced in two 
phases, both of which should be 
completed by 1981. Phase 1 calls for 
the consolidation and co-location of 
personnel and pay functions. In ad- 
dition to the existing office in Wash- 
ington, a pilot PASS office has been 
established in Norfolk, and an office 
will open in San Diego in February. 

A single personnel support activ- 
ity will be established by the major 
claimant in a geographic area: for 
example, the Norfolk PSA will 
belong to the Commander-in-Chief, 
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Atlantic Fleet. The area PSA will be 
responsible for consolidated pay 
and personnel functions, and will be 
supported by personnel support de- 
tachments, similar to the existing 
pay network, in subordinate com- 
mand locations. 

In Phase 2, an improved data re- 
porting system will be fully auto- 
mated to link PASS offices with the 
Bureau of Naval Personnel and the 
Navy Finance Center through re- 
mote computer terminals. This sup- 
port will enable the PASS system to 
improve management of military 
pay accounts by upgrading the 
timeliness and accuracy of source 
data for such programs as MAPMIS 
(Manpower and Personnel Manage- 
ment Information System) and 
JUMPS (Joint Uniform Military Pay 
System). 

Eventually PASS may support 
local commands through automation 
of such data as watch-quarter- 
station bills, muster lists, medical 
manpower analysis reports, and 
medical specialty recall bills. 

Consolidation. PASS was devel- 
oped to meet several pressing 
needs. Currently, the Navy person- 
nel, pay and financial management 
system are hampered by inaccurate 
and tardy reports from the field. 
Specific problems with the present 
system include: 

• Cumbersome and complex re- 
ports required for pay and person- 
nel transactions. 

• Too many errors on optical char- 
acter recognition report forms. 

• Marginal service in some Navy 
personnel offices because of lack of 
experienced personnel. 

• Exceptionally high training costs. 
In early 1976, the Assistant Sec- 
retary of the Navy for Financial 
Management proposed a feasibility 
study on consolidation of pay and 
personnel functions. The study con- 
cluded that many transactions were 
being handled by both personnel- 
men and disbursing clerks. To 
reduce errors, eliminate duplicated 
work, and improve communication 
between the two functions, it was 
suggested that pay and personnel 
offices should be placed in the same 



location. Norfolk, San Diego, and 
Washington were chosen for pilot 
consolidation efforts, because each 
area would present unique prob- 
lems while drawing on a large base 
of Navy personnel. 

The PASS system is expected to 
be extremely cost effective. Field 
office consolidation will provide 
sufficient savings to cover staffing 
requirements for personnel support 
centers and other field require- 
ments. Long-term savings produced 

Operational Medicine 

Hit the Nets 



Scrambling down a cargo net, 
clambering on and off helicopters, 
stumbling across a field in the dead 
of night searching for "casualties" 
— is this any way to practice medi- 
cine? 

It is at the Field Medical Service 
School in Camp Lejeune, N.C., 
where Navy surgical teams 11 and 
12 from Naval Regional Medical 
Center Philadelphia recently com- 
pleted three days of field training, 
preparing themselves to meet op- 
erational medicine requirements in 
support of fleet units. 

Operational medicine is a primary 
focus of today's Medical Depart- 
ment, with renewed emphasis 
placed on the overall Navy mission 
of keeping "as many men at as 
many guns as many days as 
possible." 

But for the 32 members of the 
surgical teams the real trick was 
keeping as many men on as many 
cargo nets as many minutes as pos- 
sible. Practice on dry nets prepares 
team members for disembarking 
from amphibious ships on wet cargo 
nets should the team go to sea with 
an amphibious task force. If not the 
most glamorous, the nets were per- 
haps the most challenging part of 
the training. 

The training program, oriented 
toward field medical support of the 
Fleet Marine Force, included in- 
struction in the structure of FMF 



by the consolidation are expected to 
cover all costs, including develop- 
ment and implementation of auto- 
mated data processing. 

For Medical Department activi- 
ties already hard hit by diminishing 
resources, PASS should be just 
what the doctor ordered. With more 
accurate pay records and better 
personnel services, everyone bene- 
fits — the Navy, the medical com- 
munity, and most important, the 
patient. 
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Practicing on dry cargo nets 

"The most challenging part of training" 

medical support organization, medi- 
cal aspects of amphibious opera- 
tions, mass casualty handling, cas- 
ualty evacuation and hospitaliza- 
tion, and medical supply. The 
surgical teams also participated in a 
helicopter evacuation exercise and 
practiced firing hand weapons. 

Practical application of classroom 
instruction came during an over- 
night field exercise in which team 
members cared for "casualties" in 
a simulated battlefield environ- 
ment. 

There are 20 Navy surgical teams 
located at various naval regional 
medical centers throughout the 
world. Each team is required to be 
"well-oriented, trained as a team 
and completely familiar with their 
equipment and supplies," By train- 
ing at the Field Medical Service 
School, the surgical teams will be 
ready when needed. 

—Story contributed by CAPT E.T. Steward 
(MSC). 



Volume 68, December 1977 



Special Report 



The Surgeon General's 9th Annual Specialties 
Advisory Conference and Committees' Meeting 



This conference was held 12-15 Sept 1977 in Arlington, 
Va. The following report of this annual session repre- 
sents an edited (sometimes paraphrased or abbrevi- 
ated) version of the remarks and presentations of speci- 
fied individuals. Their comments do not necessarily 
reflect official views of the Navy Department or the 
naval service at large. 

The proceedings of the first plenary session were 
published in the November 1977 issue of U.S. Navy 
Medicine. The following report covers the second and 
final plenary session of SAC IX. 

SECOND PLENARY SESSION 

15 September 1977 

What We Need to Do 

RADM J. William Cox, MC, USN 
Assistant Chief for Human Resources and 

Professional Operations 
BUMED, Code 3 

When RADM Ed Rupnik called me, through his ef- 
forts, to the Bureau of Medicine and Surgery in the 
summer of 1969, I was warned that the worst fears I 
might ever have had, had now come to fruition. People 
told me of that deep, dark room in BUMED that they 
call the pithing room. I don't know whether they still 
teach physiology and pharmacology in medical school 
or not; 1 think they teach computer science. But if you 
remember, in the early days of drug testing we pithed 
frogs so they would not feel any discomfort, yet their 
reflex at the spinal level would remain intact. For the 
first several months I wandered around the Bureau in 
the fear that somebody would someday come with 
people in white coats and carry me off to the room to be 
pithed. 

Nine years later, I realize that it is more insidious 
than that. They bend your neck, slip a pithing rod in, 
and advance it a micromillimeter at a time. 

In all seriousness, it has been an interesting and very 
rewarding nine years. My very good friend Bill Jacoby 
came up to me this morning and said, "How are 



things?" I sort of shrugged my shoulders and smiled. 
He said, "Something's happened to you, Bill. You're 
changed." I think what he was trying to tell me is that I 
had been pithed. 

Seriously, all that has happened is not bad. All that 
happens in the future will not be good. But we try. And 
we have spirit and talent represented in this 
assemblage that is second to no other gathering of 
health professionals of any organization any place in 
the world. Now that's a simple statement of fact. 

I know personally the integrity, the dedication, the 
intellectual capacity, and the work that you have accom- 
plished to get where you are. 

What makes our detractors so supercilious that they 
are about to tell us what we need to do? Well, first of 
all, they've got a right to tell us what they think. That's 
what this nation is based on. And when they look at us, 
we're in the limelight. As long as you're successful, 
irrespective of the source of that success, people will 
leave you alone. But the first time you show any sign of 
unsuccessful venture, the piranhas attack. That is the 
law that operates in all organizations. 

We have to recognize that the people who are criti- 
cizing and detracting have the right to do so. And un- 
less we look at our own shortcomings and come up with 
realistic proposals to correct those shortcomings, we 
are back in the ages of the witch doctor and the ex 
cathedra. It's true, because, as I said, all they're asking 
us to do is to stop involving ourselves in expensive 
process and show "how come" measures. How many 
more men and women are returned to their jobs, or to 
their pursuits in the home, or to the sports world for 
how many more days of productivity as a result of what 
we spend thousands or hundred of thousands of dollars 
to do? 

As physicians, we must recognize that life is precious 
and it is our responsibility to make every reasonable 
effort to preserve life and alleviate suffering. But we're 
not in a world of unlimited resources. There are other 
competing imperatives — to steal the Surgeon General's 
phrase. In order to get our fair share, to do our thing on 
behalf of society, our Navy, and its eligible beneficiary 
population, we've got to come to grips with the rules of 
the game. And the game is an adversary relationship in 
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a three-year planning cycle to acquire funded spaces 
and dollars to do what we need to do. Insofar as we 
build sound programs on demonstrated need and re- 
quirements, with the passage of time and with articu- 
late spokesmen these things will come about. Insofar as 
we fail to articulate clearly and substantiate with facts, 
we will fail to get our programs off the ground. 

I've received my two weeks of training with CAPT 
Joe Pursch which I classify as one of the most important 
two- week periods in my entire professional lifetime. 
I've learned something else; that a lot of heart and a lot 
of patience and a lot of anti-frustration antibody will 
finally bring something to fruition. The alcohol abuse 
prevention program to rehabilitate and restore victims 
of this disease is very young. When it got started it not 
only suffered poverty because nobody would support it, 
but also humiliation because few people believed in it. 
But somebody believed in it — a guy by the name of 
Joseph Zuska. He believed so strongly that he gave up 
his pursuit of surgery and lived and worked for a year 
with no outcome in a small building at Long Beach. He 
then retired, followed his pursuits, and is internation- 
ally famous in the civilian community as a pioneer in 
the recognition of alcoholism and the rehabilitation of 
its unfortunate victims. In the good sense of the word, 
he was relieved by a Pied Piper by the name of Joe 
Pursch. Now the program is the envy of all organiza- 
tions interested in this disease throughout the world. 

Joe Pursch didn't get there easily, and the program's 
not where it ought to be yet. It has still got its hurts. I 
use that as a prototypical example. 

We want the most outstanding training program in 
internal medicine we can have. We want the most out- 
standing training program for cardiology, or for sur- 
gery, or for — shall I say it? — "prenatal psychiatry." 
We have to eliminate the last vestige of the concept of 
the Bureau of the Naval Hospitals and make it the 
Bureau of Medicine and Surgery. We've got to elimi- 
nate the parochial attitude that the only place in the 
world is Naval Hospital X, Y, or Z. When it comes to 
working in concert, we've got to recognize that we have 
an entire system. Because if it were not for our im- 
mediate requirement to meet contingencies, small or 
large — to suddenly mobilize with an "Aye aye, sir" and 
be someplace else in the world within 24 hours — if it 
weren't for that, they could turn over our responsibili- 
ties and diffuse them throughout the U.S. medical sys- 
tem and foreign medical systems where we have bases 
overseas. We'd disappear into the bowels of the earth 
and in a few years be forgotten. 

The fact of the matter is that no other organization 
can put 90 hospital corpsmen on Guam to help evacuate 
refugees and give them medical care. No other organi- 
zation can put four physicians on four-hour notice and 
fly them to Guam for the same purpose. And when I say 
no other organization, I include our sister services, the 
Air Force and the Army. Then there's our responsibility 
to the Marines. Show me another organization that can 



do that and I'll gladly take off my suit and retire into the 
civilian community. 

And I'm just romantic enough and just naive enough 
to think that this imperfect, inefficient governmental 
system and philosophy is worth preserving. It's worth 
putting in a little bit of blood, sweat and tears, swal- 
lowing some of your own pride and your own parochial- 
ism, and making it work — even if somebody else ap- 
pears not to appreciate it. 



Medical Malpractice 
in the Navy 

RADM William O. Miller, JAGC, USN 
Judge Advocate General of the Navy 

Although my topic, medical malpractice, is far from 
pleasant, it has reached such staggering proportions 
that both VADM Arentzen and I felt we ought to talk 
about it. 

Some time ago, after I had read an article in jVayy 
Times about a particularly distressing case of alleged 
medical malpractice — and being aware that the particu- 
lar case involved was one that had been in my office for 
adjudication — I became concerned that perhaps the 
Secretary or the CNO might see the same article and 
might call me asking for information on this general 
problem. I therefore asked my staff to prepare for me a 
statistical listing of the cases which we had pending. 

Although I personally addressed many cases on a 
case by case basis, I did not have a good feel for the 
extent of the problem — or stated otherwise, for the 
number of cases of alleged medical malpractice which 
we were processing. I was very surprised to find that 
we have a staggering number. 

My latest statistics show that 149 medical malprac- 
tice claims against the Navy, totalling over $168 
million, are pending in the Claims Division of my office. 
Sixty-four of these claims, totalling nearly $81 million, 
were filed just this year. 

In addition, we are presently defending 110 lawsuits, 
totalling over $128 million, which allege medical mal- 
practice by Navy medical personnel. 

These statistics do not include the 12 claims totalling 
$27 million which were settled this year. Nor do they 
include claims settled by my field offices, lawsuits 
against us which were settled by the Department of 
Justice, or suits which resulted in judgments against 
us. 

I had these statistics, but I didn't really know what to 
do with them. Neither the Secretary nor the CNO 
called. 

A few weeks later, still wondering what if anything I 
should do with these statistics, I was talking socially 
with RADM Al Wilson and mentioned this problem to 
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him. He suggested that I drop him a line and give him 
the statistics. I did, and I am certain the invitation ex- 
tended by VADM Arentzen to come here today was an 
outcome of this communication. 

Hence, I think it is entirely accurate to say that both 
the Navy's chief physician and the Navy's chief lawyer 
are very much concerned about this problem. I think 
it's fair to say, too, that we are in agreement that there 
should be some affirmative action to attack the problem 
at its roots. 

In giving you the above statistics, I realize that the 
amounts claimed are grossly exaggerated by the claim- 
ants for purposes of negotiation. However, it's also true 
that since the government is protected from claims by 
active-duty service personnel by the Feres doctrine,* 
these claims and suits are generated almost entirely by 
dependents and retirees. I say "almost" because there 
are, occasionally, claims from active-duty persons who 
hope to distinguish their cases from the Feres doctrine 
or who hope that theirs will be the case which causes 
the Supreme Court to reverse itself— an unlikely occur- 
rence. 

The statistics I gave, of course, relate only to the 
Navy, because the Navy is our chief concern. But it is 
my understanding that similar problems of similar 
magnitude exist in the other services, and also in the 
private sector. 

A recent article, which I recommend to you, entitled 
"Medical Malpractice Claims Against the Army" and 
published in the 1977 Winter edition of Military Law 
Review, indicates that malpractice claims in the entire 
federal sector increased 255% between 1968 and 1971. 
The article also details specific problem areas which, 
again, are similar to those we are experiencing. 

A survey completed just this week by the Armed 
Forces Institute of Pathology shows that from January 
1975 to the present, that institution has been asked to 
review 1,615 claims of medical malpractice. Of this 
total, 702 cases were submitted by the Army while 345 
were submitted by the Navy. Other contributors were 
the Air Force, the Department of Health, Education 
and Welfare, the Department of Justice, and the Veter- 
ans Administration. 

In the past, both the Navy medical community and 
the Navy legal community have attempted to reduce the 
problem, but each has done so in its own field with not 
as much cross-referencing as there needs to be. The 
thrust of the medical answer has been to practice medi- 
cine more carefully, sometimes even to the point of 
practicing "defensive medicine." The legal thrust has 
been to attack the situation on a case by case basis, 
which means attacking the problem by minimizing the 
fiscal damage after a claim has been filed. This has 
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been accomplished by using technical defenses, such as 
the statute of limitation; by negotiating to secure favor- 
able settlements; and by organizing for an effective 
defense of the case at trial. None of these legal tech- 
niques does anything to prevent the problem from 
arising. 

What I would like to do today is share some ideas 
which have occurred to us and which I hope can be of 
help in our continuing attack on the problem. I suggest 
that we think in terms of three general areas of com- 
munication — or three Cs — where a little joint effort can 
produce significant results. 

First, we've got to come to grips with the fact that 
there is some negligent medical practice in the Navy. It 
would be comforting to say that all these claims were 
frivolous, and that the conventional wisdom which 
blames the increase in such suits on avaricious attor- 
neys is correct. But according to the medical experts to 
whom we turn for advice at the Bureau of Medicine and 
Surgery and the Armed Forces Institute of Pathology, 
there is merit to some of the claims. 

The first area of communication, then, would be to 
increase the effectiveness of the communications link 
from the claimant through the Bureau of Medicine and 
Surgery to the field, so that the practicing physician will 
be alerted to areas of danger. 

At present, the Claims Division in the Office of the 
Judge Advocate General is sending every claim of 
medical malpractice to the Surgeon General for his re- 
view. We do this for several reasons: one is that the 
claim— the dissatisfied customer's statement of a prob- 
lem — is an excellent source of feedback from the pa- 
tient's point of view. We send these claims over even 
when we know that a legal defense, such as the statute 
of limitation, is available. If a problem can be identi- 
fied, even if there is a defense, then preventive meas- 
ures can be taken. 

The second point is that where there is a claim there 
really is some kind of a problem. The claim is the result 
of a dissatisfied patient. The patient's claim may not be 
actionable because of a legal bar, or there may simply 
be no merit to the claim. But for whatever reason, there 
is a problem and this problem is going to cost the 
government time and money to investigate, adjudicate, 
and if it is brought to trial, to defend. 

Our experience has been that one of the primary 
causes for dissatisfied patients is the perception on the 
part of the patient— justified or not— that the treating 
physician simply did not care. Time and time again, 
plaintiffs' attorneys have said that their clients would 
never have sought legal advice had they not felt that 
they were treated cavalierly. This complaint is some- 
times surprisingly apparent on affidavits sent in with 
the claim forms. 

Often this dissatisfaction has nothing to do with neg- 
ligent treatment. Conversely, negligence may be over- 
looked by the patient and no claim ever filed even 
though recovery would be certain. The difference here 
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— or so it seems to me — is patient rapport. The recom- 
mendation is to make a concentrated effort to keep the 
lines of communication open— to enhance our efforts in 
achieving genuine doctor-patient rapport. This may 
sound too simple, and perhaps even a bit presumptuous 
coming from me, but we regularly see claims which are 
direct results of lack of such rapport. 

There is also a special need to fully and completely 
inform the patient of the options available when sur- 
gery is needed and the advantages and disadvantages 
of each option, so that when any particular procedure is 
begun, it is with the informed consent of the patient. 

I realize that this is an area of paradox, because to 
suggest to a patient an untoward result may be to in- 
crease the risk that the undesired result will occur or to 
increase the risk that the patient, through unreasonable 
fear, will refuse to consent to a much needed medical 
procedure. On the other hand, to fail to fully inform the 
patient deprives the physician of the legal safety of 
proceeding with the patient's informed consent. The 
physician may be guilty of a battery, and responsible 
for any injury the patient incurs as the result of the pro- 
cedure; the physician might also be found liable for 
breach of contract if too optimistic an opinion caused 
the patient to feel overly assured that the procedure 
would be a success. Between the extremes of guaran- 
teeing success on the one hand and scaring the patient 
on the other, the physician should explain that success 
cannot be guaranteed, should explain the complications 
which could reasonably be anticipated, and should have 
the substance of this explanation, along with the pa- 
tient's written consent, appended to the medical 
record. 

The third area of communication is communication in 
the medical record. As I mentioned earlier, there are 
large numbers of specious claims but each claim must 
be investigated, adjudicated, and either settled or 
denied. If the claim is denied, or if the government 
takes more than six months to make up its mind, the 
claimant can file suit. So whatever decision is made, it 
must be carefully considered. 

Although the plaintiff has the burden of providing 
negligence, his job is made much easier if there is no 
good record to rebut his version of what happened. And 
when I say "his version" I don't necessarily mean that 
the plaintiff is deliberately falsifying his testimony. The 
plaintiff may honestly believe his description of the 
facts, or he may be accurate as far as he goes but not 
know the whole story. Without a complete, legible med- 
ical history, the plaintiff can "prove" negligence by his 
own testimony combined with the expert testimony of 
some physician who can legitimately opine that the 
medical treatment, as related by plaintiff, was indeed 
substandard. The only thing left to litigate is the quan- 
tum of damages, and frequently the plaintiff's dis- 
ability is beyond argument. 

In such a situation the government can only rely on 
the memory of the treating physician, who usually 
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cannot remember the specific patient and must testify 
as to what his general practice had been. As you can 
imagine, these generalities are not as persuasive as the 
specific recollection of the patient who is able to recall 
in vivid detail every supposed negligent act performed 
during the course of treatment. 

Actually, the government is fortunate even to have 
the treating physician available, much less the various 
assistants whose participation may be crucial. A claim 
may be filed many years after the incident, even though 
the Federal Tort Claims Act has a two-year statute of 
limitations, because the federal courts have construed 
the Act to mean the two years only begins to run at the 
time the claimant discovers or should have discovered 
that his injury was caused by negligent medical treat- 
ment. We recently received a claim from a dependent 
who alleged that a surgical instrument was negligently 
left in the abdomen at a surgical procedure which oc- 
curred 20 years ago. 

When faced with the problem of an incomplete 
medical record and the lapse of years, the claims attor- 
ney must weigh the disadvantages of settling a claim 
which may lack merit against the greater danger that 
the threatened lawsuit will result in a tremendous judg- 
ment against the United States. 

A plaintiff cannot recover for a simple error in judg- 
ment either for faulty diagnosis or election of treat- 
ment. A plaintiff can recover for negligence in failing to 
gather all facts necessary to make an intelligent diagno- 
sis, for failing to consider all reasonable causes of the 
illness, and for failing to weigh all available treatment 
modalities. Unless the record reflects not only what was 
done but also considerations made for taking such 
action, the physician may have thrown away this impor- 



tant distinction. The defense may be forced to take the 
position that the medical care was correct, not merely 
that all alternatives were duly considered. 

There is no need for the fear of suit to result in need- 
less or redundant tests, unnecessary consultations, or 
protracted^observation. In fact, such overreaction to the 
problem is not only wasteful but counterproductive. 
From a legal standpoint, it is much more important to 
be able to show, on the record, that the proper con- 
siderations were made. For this reason, medical 
records should be prepared with the view that some- 
one, perhaps years later, might have to justify what was 
done. 

I was discussing this point with my wife last night. 
She said her medical records were models of complete- 
ness, then thought a moment and observed that she 
had never been subject to medical negligence. She sug- 
gested that negligence in preserving adequate records 
may be part and parcel of negligent treatment. I don't 
know about that, but it's worth thinking about. 

In conclusion, I strongly believe that the problem of 
medical malpractice in the Navy can be substantially 
reduced. We can learn from our past mistakes if we 
establish an adequate and effective mechanism. We 
can increase our understanding and rapport with our 
patients if we make this a matter of priority. And we 
can protect ourselves and the Navy from unjustified ac- 
cusation with good medical records, if we insist that 
every physician — not just some, but all — faithfully 
record their actions and their reasons for taking these 
actions. 

Medical Department Issues Forum: 

Introductory Remarks 

CAPT William F. McDermott, MC, USN 
Director of Clinical Services 
NRMCSan Diego, Calif. 

We feel our system is at a crossroads: one road lead- 
ing to mediocrity, the other to maintenance and expan- 
sion of the unparalleled traditional system we have 
known, cherished, and supported. The history of our 
system has been and will continue to be a mixture of 
pragmatism, scholarship, and philosophy, each in its 
broadest sense. But from time to time the system re- 
quires an opportunity, such as we have had this week, 
for ideas to be interchanged and for perceptions, anxie- 
ties, and hopes to be aired. 

As the work of our committees progressed, certain 
pervasive themes became evident: loss of the Berry 
Plan with resultant "inbreeding" of our physicians; 
lack of ancillary support— technicians in particular; loss 
of teachers in the traditional specialties; loss of sub- 
specialists, needed not only for patient care but to train 
graduates of our subsidy programs who are coming 



aboard in significant numbers and whose professional 
maturation is vital to our getting well over the next 
several years; and finally, the future role of certain 
classes of health care providers in our system. 

CAPT Richard Norton will lead off with a discussion 
of the inbreeding we fear may result as the Berry Plan 
ends. He will be followed by a number of officers who 
will discuss the effect of manpower shortages in spe- 
cific areas. 

I've asked our speakers, all specialists in their own 
field, to make their remarks pertinent to the group as a 
whole. What we hear from one specialty applies to all. 

Life After the Berry Plan 

CAPT Richard Norton, MC, USN 
Chief, Anesthesiology Service 
NRMC Portsmouth, Va. 

Over the years of its existence, the Berry Plan has 
provided our educational programs with large numbers 
of physicians with varied backgrounds and experience. 
We valued and respected these Berry Plan physicians 
for the diversity of outlook and philosophy they brought 
to us and to our residents. But this bulwark against in- 
breeding of thought and technique will soon pass from 
the scene. How are we to maintain the freshness of our 
point of view in the face of the loss of such an invaluable 
outside influence? An examination of our options for 
widening the genetic pool of our training programs may 
help dispel some of the gloom we feel over the 
departure of our Berry Plan colleagues. 

As a possible means of preserving originality and 
preventing stagnation in our educational efforts, we 
suggest the following: 

• Integral parts of residency programs should be main- 
tained and increased so far as funding constraints will 
allow. It has long been recognized that besides the in- 
creased specialized expertise our residents gain from 
such outside rotations, the prime value of these integral 
parts lies in the opportunity to exchange ideas with 
civilian peers and instructors. If the needs of the service 
permit it, scholarship students should be considered for 
civilian residencies. In areas where tri-service facilities 
are located, exchange of residents for portions of their 
training could prove valuable. 

• Civilian consultants could be brought into our medi- 
cal centers for two- or three-day visits, not only to lec- 
ture but also to give our staff physicians and residents 
the benefit of their experience and advice in clinics, 
operating rooms, and laboratories. 

• All optional training beyond that required for board 
certification should be designated fellowship experi- 
ence, making the trainees eligible for continuation pay. 
This policy would remove some of the financial disin- 
centive which has discouraged residents from advanced 
education in the past. 
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• Full utilization of outservice training billets should be 
encouraged. Cross -fertilization may be accomplished 
by transferring graduating residents designated as 
teachers from one training program to another. 

• Retention of proven teachers may be enhanced by 
instituting one- month or two- month sabbaticals in their 
fields of special interest. Likewise, restoration of the in- 
service visiting professor program will maintain the 
interest of our military teachers while benefiting the 
commands they visit. Also, prospective physician re- 
cruits should be interviewed by specialists in their 
fields to evaluate their potential as teachers. 

Technician Shortages in 
Support Services 

CAPT Richard Poley, MC, USN 
Chief, Pathology Service 
NRMC Oakland, Calif. 

This has been a difficult year for laboratories, but I 
can't say we weren't warned. For six or seven months 
before SAC VIII last year, we were told to prepare for 
personnel losses that would go unreplaced for months. 
In September 1976 we were able to see the magnitude 
of the problem. It was obvious to the SAC VIII 
Pathology Committee that most medical laboratories 
would very quickly dwindle to almost 50% manning 
levels. Some hospitals faced their low point sooner than 
others. 

But on the whole we were able to make adjustments 
to lessen the impact of the drain on skilled enlisted 
technicians. Stop-gap measures included longer hours, 
more frequent watches, curtailed services. At NRMC 
Oakland, as the situation worsened, I received 
generous support from my command, although our 
local resources were limited. Several general duty hos- 
pital corpsmen were provided for clerical chores. A few 
civilian technicians were squeezed out of the budget 
and our clinical colleagues were urged to use more re- 
straint in ordering laboratory tests. 

Fortunately, procurement of investment equipment 
for most of our large laboratories has been well planned 
and funded by BUMED in recent years. We are now 
well automated in the high- volume areas. Another plus 
is the fact that most labs are now adequately staffed 
with pathologists, although this may be only a tempo- 
rary situation unless we keep our pathology residencies 
filled. 

Many necessary functions have been deferred, such 
as maintenance, inservice training, and development of 
new tests. Such things can be put off for only so long: a 
day of reckoning will come. 

During this past summer we began to see evidence of 
an upturn. New technicians are being ordered in now 
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that the fleet has reached 100% manning. Navy- wide 
manning levels for technicians are now at about 80% . 
Our schools are operating at capacity, and graduating 
students are coming to their first duty stations. If the 
trend continues, we can look forward to regaining lost 
ground. 

Long-range solutions are needed, however. Better 
utilization and retention of technicians must be em- 
phasized. Some specific areas to look at are: 

1) Billet realignment based on actual productivity. 

2) Improved career progression for enlisted techni- 
cians. We need to provide academic opportunities and 
Medical Service Corps commissions for the best of 
them. 

3) Computers in large laboratories to free techni- 
cians from burdensome clerical work. In the last two 
months we have seen some signs of progress in this 
area. 

The excellence of our graduate training programs 
depends on well-staff laboratories. 

Manpower Shortages in 
Clinical Services 

CAPT Oran W. Chenault, Jr., MC, USN 
Chief, Urology Service 
NRMC Portsmouth, Va. 

The technician shortage is, I believe, the most 
serious problem facing us today. The gradual but pro- 
gressive decline in numbers of hospital corpsmen 
trained in technical specialties has impacted heavily on 
our mission both directly and indirectly through corps- 
man and physician retention. Over a year ago, the Hos- 
pital Corps was said to be more than 130% manned. 
The basis for this manning allocation was archaic man- 
power authorizations that were inaccurate and did not 
reflect the modern needs of medicine. The CREO 
[Career Reenlistment Objectives] Program indiscrimi- 
nately purged technicians who were serving their first 
enlistment, even if they had incurred additional obliga- 
tion for schools or promotions. Quantity was the intent, 
with absolutely no emphasis on quality; "excesses" 
were rapidly deleted. 

In most if not all naval hospitals, operating room time 
is a precious and premium commodity. The decreasing 
numbers of operating room technicians has further con- 
stricted operating room time, since the "watch" simply 
can't handle the volume. 

Most surgical specialty clinics rely heavily on their 
technicians to perform the necessary procedures to ac- 
curately define a patient's problems before surgery. If 
these technicians are not available, studies are not per- 
formed, health care is not delivered, CHAMPUS 
referrals multiply, physician and technician satisfaction 
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diminishes, educational objectives suffer, morale 
becomes abysmal, and retention rates for physicians 
and Hospital Corps personnel plummet. And who can 

blame them? 

In my own department we have 13 doctors, four tech- 
nicians, and four general duty Hospital Corps 
personnel. This is about half of our requirement. For 
comparison purposes, the Urology Service at NRMC 
San Diego has the same number of doctors, 18 techni- 
cians, and four general duty hospital corpsmen. The 
two programs are comparable in size. The service at 
NRMC Oakland, by the way, has one technician and 
four general duty corpsmen. Why the maldistribution? 
I know that this is an old saw for most of you, but let's 
look at the statistics for ENT technicians: 

• NRMC Oakland: on board technicians, 6; allowance, 

18. 

• NRMC San Diego: on board, 9; allowance, 18. 

• NRMC Philadelphia: on board, 3; allowance, 12. 

• NRMC Portsmouth: on board, 2; allowance, 6. 

• NNMC Bethesda: on board, 4; allowance, 8. 

This is a total of 24 out of 62, or about 39% of our allow- 
ance. 

The other impact that we mentioned concerns 
CHAMPUS. Last year's CHAMPUS bill for ENT ser- 
vices at NRMC Portsmouth alone was $700,000. That 
would pay a few civilian salaries (if we didn't have a 
freeze on civilian hiring). 

There is yet another hurdle, and that's in the inten- 
sive care unit. Sometimes even after all diagnostic tests 
are done and operating room time scheduled, surgery 
still gets cancelled because there are not enough 
trained Hospital Corps personnel in the ICU. For this 
reason, replenishment or bolstering of one link does not 
offer a solution to the overall problem. All links of the 
chain must be approached, from the clinic corpsman to 
the OR technician to the anesthesiologist, the OR 
nurses, and ICU personnel. Replenishment must be 
synchronous. We are aware that this is a big order, but 
it must be accomplished for survival even if it means 
amalgamation of resources from other graduate educa- 
tional hospitals. 

In urology we're beginning to feel the bite of the loss 
of billets. We anticipate approximately a 30% reduction 
in urologists over the next two years. A few good re- 
cruits could offset our Berry Plan losses. To help re- 
cruitment, the Urology Committee would like to set up 
a Navy booth, staffed by the chiefs of services, at the 
National American Urological Convention to be held in 
Washington, D.C., next May. This will require support 
from BUMED and perhaps from the Bureau of Naval 
Personnel. It would have to be a first-class venture, 
with BUMED experts on hand with information about 
pay, promotional opportunities, and available billets. 

Payback time for residency training is another source 
of contention. No one would question the great volume 
of work performed by the resident staffs in our major 
teaching hospitals, but we need to remember that these 
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are the highest paid residents in the country, who upon 
completion of training can look forward to even greater 
financial rewards. Our programs can stand on their own 
merits, and it does not seem cost effective to invest four 
years of education for a one-year payback. Why not a 
two-year obligation as a minimum and N-minus-one or 
even a one-for-one payback for longer residencies? 
There are many people in this room today who served 
one-for-one; perhaps you would not be here had you in- 
curred a lesser obligation. 

Some adjustment for scholarship students would be 
necessary. Perhaps they could repay primary obligated 
time while training, but while also incurring further 
obligation because of training. 

In summary, our personnel shortages are acute and 
near crisis levels. We must develop contingency plans, 
even if it involves pooling educational resources. If we 
don't correct our ills, I'm afraid we're watching the 
demise of Navy medicine as we know it. 



Navy Orthopedic Surgery 



CAPT Paul. H. Randels, MC 
Chief, Orthopedic Service 
NRMC San Diego, Calif. 
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The figures given two days ago by CAPT Carr* for 
the surgical specialties were a little disconcerting. He 
identified 81 billets for orthopedic surgeons and 122 
fully trained orthopedic surgeons in the Navy. The 
Orthopedic Committee was able to identify 103 billets 
(as we understand the restructured billets), with 130 
fully trained orthopedic surgeons on board. This sounds 
fat, but believe me we're not. I don't know anybody 
who feels overstaffed. Some of us feel adequately 
staffed but we see some ominous clouds on the horizon. 

The projected losses versus gains makes the game a 
little more interesting. Our projected losses as of July 
1978 are 56, with 11 orthopedic surgeons to be gained 
through our residency program and 3 Berry Plan physi- 
cians. So the net loss will be 42, leaving a work force of 
88 trained orthopedic surgeons in 1978. Our gross loss 
for 1979 is estimated at 38, with 11 orthopedic surgeons 
gained following residency training. We will have no 
new Berry Plan physicians. The net loss of orthopedic 
surgeons in 1979 is 27, leaving a work force of 61. That 
represents a loss of 53% of our current strength. 

The qualitative aspects of the problem are as follows: 
in 1976 we had 34 board-certified orthopedic surgeons 
in the Navy; in 1977 that figure dropped to 29, and 1979 
we project that there will be only about 20 board-certi- 
fied orthopedic surgeons on active duty, which is 
roughly 60% of the 1976 level. 

*See "Medical Corps Manpower," U.S. Navy Medicine 68(11):9-14, 

Nov 1977 
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So qualitative and quantitative reductions are both on 
the horizon. We're talking about fairly certain losses, 
not possible losses. There are likely to be other resigna- 
tions, but these are our best estimates. 

As a result, some 7 hospitals and also the Armed 
Forces Institute of Pathology will lose all their Navy 
orthopedic surgeons and another 26 hospitals are going 
to lose some of their staff. 

What are we going to do about it? Well, I think the 
real question is what can be implemented and what 
can't. Are we going to phase out services at some facili- 
ties? Are we going to recruit trained orthopedic 
surgeons? And if so, won't that take much more than a 
booth at a convention to accomplish? We have not been 
particularly successful recruiting to date. 

Are we going to cut certain services in certain facili- 
ties? Horizontal cuts will definitely decrease the attrac- 
tiveness of medical practice in the Navy, as well as de- 
crease our ability to train residents. 

The more obvious answer is to cut our losses rather 
than to improve recruitment. What kind of measures 
can be implemented to make the Navy a better place to 
practice medicine? We've heard all kinds of answers to 
that question. I think that one of the more obvious solu- 
tions is to increase payback time. But if we do that, are 
we going to interfere with the number of applicants for 
our programs? This year we've perceived something 
like a 50% reduction in applicants for training in ortho- 
pedics. 

I have posed a lot of questions and no answers. The 
primary answer must be to make the Navy a better 
place to practice medicine. This means better paramed- 
ical help, including numbers of Hospital Corps person- 
nel. It means better nurse staffing, and better support 
from nonmedical sources, such as clerical assistance. 
Too often doctors are their own clerks. What a waste. 



The State of Navy 
Radiology 

CAPT John P. Smith, MC, USN 
Chief, Radiology Service 
NNMC Bethesda, Md. 

The major problem in radiology today and in the next 
few years is manpower. There will be a crisis. We now 
have on board 84 diagnostic radiologists and 5 radio- 
therapists. Next year we lose 34 radiologists, and gain 
11— leaving us a work force of 61. The following year 
we will drop to 60 radiologists, but the year after that 
we move up to 65. These are estimates — and probably 
gross overestimates. These figures assume that no 
regular officers will retire or resign, that our residency 
programs will remain filled, and that residents will re- 
main on board until 1980. 
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The staffs of our major teaching hospitals will require 
50 radiologists, leaving only about 10 for the rest of the 
Navy. Our aim is to preserve our training programs. 

So the loss of the draft and the Berry Plan has hurt us 
badly. What are our options? First, we can pool radiolo- 
gists into the teaching hospitals and staff the rest of the 
Navy with contract radiologists. This is an expensive 
option. 

Second, we can partially staff our teaching centers 
with contract radiologists from nearby universities. 
This is probably somewhat less expensive. Of course 
Navy radiologists in our teaching hospitals would have 
to have about the same amount of research time, the 
same amount of time for teaching, and the same equip- 
ment as the universities. 

The third solution has already been covered: we can 
increase payback time. To some extent, this has already 
been done. 

Fourth, we can centralize our facilities to a certain 
degree. We've already seen that we can have a Navy- 
wide Nuclear Medicine Service with electronic trans- 
mission of images to a central facility. 

Fifth, we can use specially trained general medical 
officers and physician's assistants in the performance 
and interpretation of limited studies. We couldn't 
expect these people to do the job alone, but at least they 
could do some screening and separate abnormal from 
normal studies. 

Sixth, we could hire nontechnical personnel to in- 
crease the efficiency of the radiologist. For example, 
about a third of the radiologist's time is spent putting 
up and taking down X-rays. If we used a multifilm 
viewer and had somebody to hang up and take down the 
films, we could probably increase our efficiency by 
about 30%. 

It's obvious to us that we're going to have to concen- 
trate our training in more formal courses such as those 
at the Armed Forces Institute of Pathology. We could 
expand our nuclear medicine course to encompass 
ultrasound and computerized tomography. Much of the 
formal training will have to be given in these courses. 

We can also consider using automated film tracking 
and reporting systems. Being able to get our hands on 
films rapidly will certainly increase our efficiency. 
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Internal Medicine 
Training Needs 

CAPT John W. Davis, MC, USN 
Chief, Internal Medicine Service 
NRMC Oakland, Calif. 

1 recall that at the SAC meeting two years ago, in 
presenting the consensus of the Internal Medicine 
Committee, 1 discussed ways to provide effective pri- 
mary care through various health care delivery sys- 
tems. Last year the issue was billet/body realignment. 
In both meetings we addressed in a preliminary manner 
the role and career pattern of the Navy internist. 

While these issues continue to have significant 
impact, two other overriding factors have profoundly 
influenced the deliberations of the Internal Medicine 
Committee this year: 

1) Increasing sophistication of medical practice and 
technology, with attendant changing standards of care, 
requiring particular expertise to ensure accreditation of 
graduate training programs and appropriate patient 
management. 

2) Critical need for internal medicine specialists and 
sub specialists in the Navy, compounded by cessation of 
the draft and loss of Berry Plan physicians. 

Definitive action must be taken now to preserve 
present standards of care in internal medicine. We rec- 
ommend expansion of training programs in internal 
medicine and its subspecialties at naval regional medi- 
cal centers; and alleviation of the current critical short- 
age of teaching staff at Navy graduate medical training 
centers. 

Of course, this is easier said than done. Billets and 
bodies would again be an issue. We urge, however, 
that the following approaches be considered: 

• Maintain and possibly expand current internal medi- 
cine training programs. At best these programs now 
turn out 30 internists each year, if none go into fellow- 
ship programs. Without a major change in staffing 
levels, two additional candidates could be added to 
each program— a potential 38 new internists each year. 

• According to current projections, NRMC Oakland 
will need at least two cardiologists and a nephrologist to 
maintain its program, and an additional chest medicine 
specialist is desirable. Current staffing levels are ade- 
quate for the next year at Bethesda, Portsmouth, and 
San Diego. Reestablishment or addition of a new gener- 
al internal medicine program is considered unfeasible. 
However, use of regional facilities as training supple- 
ments could be considered, provided the facilities were 
staffed with qualified, motivated internists. 

• Develop well-defined role models for general inter- 
nists. The chief of service at a teaching center is often 
identified with frustration, paperwork, little time for 
patient care or teaching, and minimal opportunity for 
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clinical research. Increased support personnel could do 
much to change this image. A desirable role could be 
developed for the chief of service as well as for the staff 
of smaller naval hospitals affiliated in graduate training 
and mutual support functions with the regional medical 
center. 

• Design all internal medicine training programs to last 
36 months after internship, to allow the trainee to 
adjust from the operational medicine tour. This practice 
would prevent excessive attrition, particularly among 
trainees returning from more than one or two years of 
duty with the operating forces. 

• Also, we must provide adequate ward medicine ex- 
posure and develop in-depth subspecialty expertise. 
The result should be an effective primary care provider 
and capable consultant. Certain candidates may leave 
after 24 months for fellowship training and duty with 
the operating forces if they are board- certified or eligi- 
ble for board examination. 

The following actions would help counter the critical 
shortage of teaching staff: 

• Give priority assignments of billets and personnel to 
graduate training centers. BUMED should continually 
monitor both operational and graduate medical center 
needs. With current shortages, use of the pool concept 
for either sea or land deployment is considered an un- 
satisfactory but temporarily necessary contingency. 

• Increase subspecialty billets. 

• Offer internists who are completing operational tours 
an opportunity to return to significant roles in teaching 
centers where they can supplement the subspecialty 
staff in their areas of interest as well as help satisfy 
general internist requirements. 

A number of internists completing operational tours 
would consider extending if they were given a signifi- 
cant role in a graduate teaching center. (This is, 
perhaps, a valuable retention factor.) These people 
might be effectively used as attending physicians, 
training officers, directors of intensive care units, or 
heads of outpatient services. The "miniresidency" 
concept would provide continuing medical education in 
general and subspecialty areas and a possible source of 
fellowship candidates. Returning these individuals 
would be preferable to retaining graduating residents, 
and supports Navy career patterns and retention. The 
operational experience after the GME-1 year and as an 
internist is considered ideal. 

• Recruit physicians in critical specialties and subspe- 
cialties for specific medical centers. We should 
compete actively in the market rather than stay on the 
fringes in training groups. Bonuses paid to individuals 
incapable of performing as expected— particularly 
when sex or lack of citizenship precludes sea duty- 
have a very negative impact. Alternative assignments 
have many drawbacks. 

• Assign selected physicians to graduate teaching 
centers at the end of GME-1 to relieve specialists and 
subspecialists of general medical officer duties. With 
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the critical shortage of medical and surgical specialties, 
and with adequate numbers of general medical officers, 
we can no longer afford the luxury of assigning sub- 
specialists to general duties. As an example, at NRMC 
Oakland using four to six GME-1 graduates in primary 
care would effectively increase the overall subspecialty 
staff by 10%. 

• Increase the cooperative participation of medical 
school affiliations to augment existing resources. Firm 
commitment to continued graduate medical training is 
essential, and mutual personnel obligations must be 
made well in advance of assignment for proper sched- 
uling. University relations would suffer if agreements 
were not kept. 

• Make proper use of our own triservice resources. 
Here also we must give firm support and commitment 
to Navy graduate medical education to compete effec- 
tively in this arena. 

• Increase use of computer-enhanced clinical services, 
and make better use of paramedical personnel to re- 
duce physician requirements and to supplement scarce 
Nurse Corps resources. 

• Use a graduated ward care system to include inten- 
sive care, intermediate care, and minimal care wards. 
Such a system will help us make the best use of scarce 
nursing resources, and will improve our efficiency in 
using limited subspecialty expertise. It will help us 
maintain effective graduate teaching programs and 
permit appropriate supervision of intensive care units 
while maintaining the role of primary care physician — 
another way to establish a desirable role model for the 
internist. 

While we have other areas of concern, the dominant 
concern is that every effort be made to prevent further 
limitation of internal medicine training. At this critical 
time, we ask the Bureau for definitive guidance, firm 
commitment, and positive support. 



Navy Family Practice 

CAPT Charles Gaudry, MC, USN 
Chief, Family Practice Service 
NRMC Jacksonville, Fla. 

Within family practice there is a shortage of physi- 
cians and an apparent lack of any plan to correct the 
problem. On the positive side, there is a genuine enthu- 
siasm from the fleet for additional coverage for active- 
duty members and their families. This enthusiasm has 
been found wherever family physicians have been as- 
signed. We are also aware of the demand from thou- 
sands of Navy families for whom family practitioners 
are not available. In Charleston alone, 3,500 families 
are on the waiting list. 

Physician and medical student demand for family 
practice training is so great that we can accommodate 
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only one-third of applicants for such training. Of the 70 
medical students who listed family practice as their first 
choice of training, we had positions for only 28. Forty- 
two applicants were rejected. What happens to these 
individuals? Most are unable to find top-notch civilian 
internships because of their military obligation. Many 
become disgruntled at being turned down for Navy 
training and subsequently lose interest in Navy careers. 
I might add that this is the third consecutive year in 
which family practice has had huge excesses of appli- 
cants—anywhere from two to four applicants for every 
training position. This is in line with the demand for 
family practice residencies throughout the country. 
Approximately 20% of all medical students want to go 
into family practice. 

In his presentation, CAPT Carr reported a goal of 280 
Navy family physicians by 1981. We now have only 85, 
so there is a deficit of 195 family physicians. Given the 
enthusiastic demand for these physicians, this projec- 
tion may be low. 

Our family practice training programs graduate 35 
family practice physicians each year. With 100% reten- 
tion, it would take six years to reach our goal of 280. 
With a more realistic retention rate of 33%, it would 
take close to 20 years to close the gap. 

Four possible solutions are offered for consideration: 

1) Increase training billets in pediatrics and internal 
medicine to help counter the demand for primary care 
specialists. 

2) Increase substantially the number of deferments 
for civilian family practice training offered scholarship 
students not selected for residency training in the 
Navy. This would be another way of infusing new blood 
into the Navy system. 

3) Increase the number of family practice training 
billets in existing programs. 

4) Begin one or two new family practice training pro- 
grams. NRMC Bremerton and NRMC Long Beach are 
both viable program sites. 

In summary, we feel that the time has come for 
family practice to expand, and that we now have meth- 
ods to do so. 
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Navy Medicine in Crisis 

CART H.J.T. Sears, MC, USN 
Chief, Psychiatry Service 
NRMC Portsmouth, Va. 

As I look back at the history of these conferences, it is 
clear that the promise of Navy medicine embodied in 
the early SAC meetings is missing. The rejuvenating 
stimulation of new ideas, the vibrant open discussion of 
problems, and even the promotion of camaraderie are 
in large part gone. The recommendations from the 
early SAC meetings, the possibility of meaningful 
evolution and the changes needed to promote more 
satisfying practices have not been realized. 

A few years ago it became painfully apparent that we 
were threatened. There were indications of internal ill- 
ness, perhaps disease. We took a very defensive posi- 
tion. No, we won't put medical officers on ships. No, we 
won't move out of hospitals. We had problems coping. 
There was little flexibility in adapting to a changing 
reality. We denied that we had to change if we were 
going to survive. Things would get better. Our tradi- 
tional approaches would win out. 

Next came anger. Why are you trying to tell us how 
to practice? Why is this happening to us? We're such 
good guys. 

This year the mood has changed. There is increasing 
evidence of apathy and withdrawal. Widespread con- 
versations about retirement are heard. 

What I've just described are the stages of dying. 
First denial, then anger, next apathy and withdrawal, 
and finally resignation (double entendre intended). 
We're in a crisis that could be fatal. We sense it, but 
are reluctant to acknowledge the reality of it. And 
unless we do, we will be unable to deal with it effec- 
tively. 

Gentlemen, we're behind the times. Our goals and 
objectives are not clear. Our management is faulty. We 
struggle in a hundred different directions. We say we 
need more people when perhaps we do not. We believe 
money will solve problems that it will not. And we have 
no organizing concept that puts into perspective the 
multiple complex systems with which we deal. 

Where does a presentation about alcoholism fit into 
this picture?* What was the message? I wondered why 
physicians were so impressed with the concern for 
people or the importance of interpersonal relationships 
expressed in that session. I wondered if physicians 
were aware of other mismanagements in their practice, 
and if they did not take into account the psychological 
and social aspects of their patients. 



*A panel discussion dealing with alcohol abuse was held during the 
first plenary session but, to protect the privacy of the participants, 
was not published in U.S. Navy Medicine. 
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Then it struck me! The alcoholism program 
presented a model for good health care. What were the 
elements of that model? First, there was an organizing 
concept which could be simply stated and understood, 
and which included not only the biologic but also the 
social and psychologic aspects of the problem. There 
was the involvement and support of the consumers and 
the providers, particularly involvement of the Line. 
There were uniform approaches and policies among all 
facilities. There was reasonably good management. 
Facilities were placed where the people were. Preven- 
tion and early detection were stressed. Ready accessi- 
bility for evaluation and treatment were aspects of the 
program. 

Of most importance, continuity of care was a strong 
feature of the program. There were provisions for sup- 
port systems and networks. There was an effective 
educational program which involved concern for the in- 
dividual and the recognition that relationships cure, not 
medications or technologies. The treatment recognized 
that others besides the physician are critical to care and 
rehabilitation, and taught patients how to live with a 
chronic disease in a healthy way. 

Our current system of health care delivery and edu- 
cation remains essentially unchanged from an earlier 
time when specialization and technology were less de- 
veloped, when money flowed freely and manpower 
could be managed like unlimited spare parts. But we 
now recognize the cost of developing hospital-based 
services, the gap between resources and needs when 
education does not harmonize changing needs for ser- 
vice and illness treatment priorities; and we recognize 
the risks for quality care when consumers and practi- 
tioners have too much freedom of access to costly and 
complex therapies. 

The absence of a Navy health policy which states the 
role of all parties obscures the changes and contributes 
to piecemeal and contradictory solutions. Basic deci- 
sions are needed quickly. How do we differentiate be- 
tween ambulatory and hospital-based services? What 
options should we emphasize: disease prevention and 
health maintenance? diagnosis and treatment of 
routine medical conditions? counseling of the worried 
well and incurably ill? control of referrals to ensure 
optimum use of costly specialists and hospital services? 
Can we develop a foundation of simple and inexpensive 
services organized to ensure controlled referrals so 
costs can be controlled, specialists can truly practice 
their specialty, and each practitioner can gain satisfac- 
tion from his or her efforts? 

Let us face the crisis squarely. It doesn't have to be 
fatal. Let us pray that our good colleagues who have 
made so many outstanding contributions will decide to 
stay with us. And let us lead the way nationally in de- 
veloping a health care system which provides all our 
people with ready access to excellent treatment which 
is not only justifiable in cost, safety, and efficacy, but 
which is also compassionate. 
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Our Family Advocacy 
Program 

CAPT Vernon L. Goller, MC, USN 
Chief, Pediatrics Service 
NRMC Oakland, Calif. 

I would like to discuss the role of the Medical Depart- 
ment in a family advocacy program. Spouse abuse and 
child abuse are major problems in both the military and 
civilian setting. Each of our hospitals has an instruc- 
tion, prepared in response to BUMED Instruction 
6320.5 of 3 February 1976, which deals with the prob- 
lem of child abuse. A similar program for spouse abuse 
is being developed. However, we are unable to fully 
carry out the important task of child advocacy, let alone 
family advocacy, with our current work force. The im- 
portant missing ingredient is supportive social work 
personnel. 

Right now, we function at the level of the three R's; 
recognition, reporting, and referral. We need to replace 
referral to often overburdened community resources 
with an in-house capability for rehabilitation. A family 
rehabilitation program could not help but be an impor- 
tant step forward in health care delivery. Rehabilitating 
previously trained personnel is a less expensive way to 
meet Navy manpower needs than starting from scratch 
with a new individual. Rehabilitate and retain, not 
remove and recruit. 

Abuse in the family affects each member of that 
family and will result in the loss, physically or function- 
ally, of the active-duty member from his job, be he the 
abuser or the abused. This significant medical and 
Navy problem must be addressed with determination 
and appropriate professional resources. Family advo- 
cacy programs need strong support from within the 
Medical Department. We must also educate the Line to 
the seriousness and the cost of family abuse; we must 
encourage them to be alert to possible family abuse, to 
report the abuse, and to arrange for treatment or re- 
habilitation. 

To provide that treatment, the Medical Department 
must expand its resources to include the social workers 
and administrative support that make the program 
viable. Group therapy and parent effectiveness training 
groups, such as Parents Anonymous, have dealt 
successfully with families who have problems. These 
groups are a more effective method of rehabilitation 
than the traditional doctor-patient relationship. The 
social workers provide group leadership and follow-up 
for families identified as abused. 

A pilot program involving four of our naval regional 
medical centers has been approved and is being devel- 
oped. This can only be the beginning of our family 
advocacy efforts. All our facilities will require resources 
to do the job properly. Social workers in the Navy are a 
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rarity: only 1 per 170 physicians. In our sister services 
the average is about 1 per 15 physicians. 

We recommend that the Navy Family Advocacy Pro- 
gram receive the highest priority. This type of preven- 
tive and rehabilitative medicine is a cost-effective ap- 
proach to this increasingly recognized problem. 

What Next for 
Subspecialists? 

CAPT Michael F. Fornes, MC, USN 
Chief, Gastroenterology Service 
NRMC San Diego, Calif. 

Who is going to train the trainee? The Bureau of 
Medicine and Surgery's manning document identifies 
143 subspecialists in internal medicine, but in reality, 
only 101 of these physicians are practicing their chosen 
subspecialty. Although this number does not represent 
the excess of subspecialists we so frequently heard 
about in the past, it probably is adequate for our needs 
at this time. In September 1978, however, this figure of 
101 internal medicine subspecialists will be reduced to 
69. In September 1979, it will drop to 56, and in Sep- 
tember 1980 to 45. These figures include our yearly out- 
put of fellows. 

Let's take a look at his problem from another per- 
spective. In September 1980, we will have on board 10 
gastroenterologists, 10 cardiologists, 10 hematologists, 
4 medical chest physicians, 4 endocrinologists, and 7 
nephrologists. These figures have a critical impact not 
only on internal medicine subspecialties, but on every 
other specialty supported by these subspecialists. 

Many of our proposed recommendations have been 
suggested already by other speakers. We have too few 
innovative recommendations. Nevertheless, we urge 
that immediate action be taken to realign subspecialists 
presently in nonspecialty areas and place them in areas 
where their subspecialty skills can be utilized. 
We urge moderate and controlled but urgent ex- 
pansion of critical training billets. We urge that every- 
one here return to his hospital and make a positive at- 
tempt to improve retention of the younger medical 
officers who may not be sure of their plans. 

In our own dealings with internal medicine subspe- 
cialists, our most difficult task was designating our own 
projected replacements. We have no middle manage- 
ment in the subspecialties. It's a dwindling resource 

almost a nonexistent resource. 

In summary, internal medicine subspecialties are ex- 
periencing a critical loss of trained physicians. Many 
recommendations have been made. Gratefully, in some 
instances action has and is being taken. From the 
figures we have outlined for you, it is obvious that by 
1980, without adequate retention and recruitment, we 
will be training only for training's sake. 
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DISCUSSION 

VADM W.P. Arentzen, MC, USNs I would like to clarify 
why CAPT Pursch was on the program. When I First men- 
tioned having the alcohol problem discussed, there was some 
question about whether it belonged at SAC. I believe that per- 
haps some of us don't recognize the enormity of the 
alcoholism problem within the Navy. There are an estimated 
40,000 or 50,000 alcoholics at a minimum. The Line's been 
way ahead of us in recognizing the problem. 

The cornerstone of our entire program is physician educa- 
tion, and so far we've had a lot of physician reluctance to sup- 
port the program. I'm sure a lot of you know we've asked all 
of our medical flag officers to go to the two-week training pro- 
gram at Long Beach, as well as all directors of clinical ser- 
vices, directors of administrative services, and chief nurses. 
We'd also like you to get your residents there. We're not on a 
witch hunt. We're just trying to get physicians to be more 
aware of alcoholism in their patients. 

Inbreeding resulting from loss of the Berry Plan is of great 
concern to me. I think we're going to have to send more 
people to outservice training, otherwise we'll have all 
Navy-trained people. I think we have to use more and more of 
our civilian consultants, and we can also get some of our Re- 
serve personnel: they're welcome to come aboard for two 
weeks just for teaching. I've even had a suggestion from the 
dean at Vanderbilt University: he's sure we can get some of 
the deans there to take a sabbatical from their jobs to help us. 

For too many years, we've taken the Berry Plan for 
granted. We had 800 new physicians each year, so why worry 
about keeping any we already had? Why keep a physician 
when we're going to get 800 more? What a waste of a 
valuable resource. We didn't make them feel wanted. Some 
of those doctors have never been approached about their 
career plans. Some regular Navy doctors resigned without 
being approached by their chief of service or commanding 
officer. The first one to talk to them was the Surgeon General. 

We are already looking into the possibility of deferring 
scholarship students in 1979 and maybe 1978 if we can get the 
operational billets filled. Some of our scholarship students 
have had considerable difficulty this year getting an intern- 
ship. One of them went into a medical internship but couldn't 
get it funded because he couldn't guarantee staying in it for 
three years. 

A few months ago I was talking to Admiral Holloway about 
our personnel shortages and I said, "But don't worry, the 
fleet will be 100% manned." His immediate response was, 
"That's not what I mean by 100% manned. I think we have 
doctors at sea who are wasting their time. I've been on board 
ships where the doctors go around trying to find patients to 
operate on." 

I couldn't believe what I was hearing. That's a complete 
waste of a physician. One physician at San Diego went to 
Australia with a destroyer squadron and the commodore's 
ship and the other four ships spent their time in Yokosuka. 
However, we then went out to each fleet commander in chief 
to ask about taking physicians off the ships; they refused— 
and they control the billets, we don't. 

When I go around to the hospitals I try to meet with the en- 
listed people. They feel as though they're just taken for 
granted. As I said the other day, How many of you thank 
them? How many of them get a medal? Last year at Bethesda 
not one operating technician reenlisted — not one. 

The urology booth sounds great. There's only one problem. 
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VADM W.P. Arentzen, MC, USN 

"I am committed to first-rate training programs" 

You don't get a good, well-trained urologist to come aboard as 
a lieutenant commander, and you can't bring them aboard 
any higher. 

Radiology is one of our problem specialties. I'm told that 
the Army has hired a former Air Force radiologist for one year 
at a cost of $211 ,000. We can't keep up with money like that. 
We just have to try to make our working conditions and job 
satisfaction a little better. It's hard to do when you've got a 
place like Oakland with one X-ray reading room for 10 or 11 
radiologists. 

The pool concept, which we had to fight for last year, is still 
going. I got a letter from one of our internists the other day 
who went aboard an LPH in Norfolk. He wants the pool con- 
cept continued, but he also realizes that the ships are suffer- 
ing because of it. He couldn't even find instruments aboard 
ship to remove wax from the ear or to take foreign bodies out 
of an eye. He expressed grave concern over what's happened 
to some of our ships at sea. 

The Line thinks family practitioners are great. We just 
don't have enough training billets for them, so we have to try 
to increase the allowance for family practice training on the 
outside. It's going to be hard to get more billets. 

The DOD Health Council members had to go to Congress 
the other day to show how variable incentive pay has helped 
retain people. VIP is up and retention of medical officers is 
up. It shows that VIP is paying off. 

Last December I asked our commanding officers to 
establish patient education programs to let our beneficiaries 
know that they are responsible for their health care and we 
are responsible for their medical care. The more we educate 
patients, the less they'll abuse our facilities. 

I agree we need in-house social workers. It's hard to get the 
Medical Service Corps to realize we should have social ser- 
vices. We've been trying for a year. 

RADM J. William Cox, MC, USN: I've been through the 
reports of the various SAC committees for its entire nine- 
session history. It seems to me that the messages we've heard 
this year are about the most thoughtful, most reasonable, and 
most innovative recommendations that have come out of any 
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of these conferences. We're saying we have problems. We're 
not conning each other. But I think there is recognition on the 
part of all the chiefs of service, the directors of clinical ser- 
vices, and the commanding officers, that we at BUMED are 
not ogres. We're trying to help solve your problems, but we 
need the ammunition — and I can tell you that 1 think I've 
heard enough ammunition in these very thoughtful and highly 
personable presentations to keep me going at least another 
three or four years. 

As soon as we knock down the adversary relationship that 
used to exist between the chiefs of service and the people in 
the Bureau, and as soon as we build in the Line an under- 
standing of what an asset Navy medicine is, I think we can 
begin to overcome some of our problems. Just don't throw in 
the towel and give up prematurely. 

I was asked to comment on payback time. I think that this 
policy is under revision and that we will eventually increase 
payback time to achieve better use of our physicians. We 
want to be careful, however, that we don't knock the doctor in 
the head and kill him. So we have to approach this very, very 
carefully. But the idea is to return to a minimum two-year 
payback time on a residency, irrespective of prior service. But 
we still have to get a tri-service position on this. 

CAPT Joseph Cassells, MC, USN: There's been a great 
deal of controversy about the interpretation of partial payback 
versus full payback for variable incentive pay. We have 
elected to join the Army's position regarding that proposal. 
Now this requires approval through our system first, but we 
don't expect any difficulty. What this will mean will differ for 
different medical officers, but essentially where a medical of- 
ficer now draws partial VIP during a fellowship and during 
payback time for that fellowship, in the future he will continue 
to draw partial VIP during fellowship training, as he does 
now, but upon completion of that training he will receive full 
VIP. 

RADM Cox: I'd like to clarify another issue that may not be 
well understood. We have a worldwide distribution of health 
care facilities which must be manned. While all the details 
have not been worked out, the general plan to accomplish this 
is to give an individual, after his first year of graduate medical 
education, experience serving the community he will serve for 
the remainder of his active-duty career. This is not a break in 
education. It is the modern educational practice: study for a 
year, work for a year, return to professional studies to com- 
plete basic specialty training in family practice, internal 
medicine, or some other specialty. This training would be 
followed by experience working in that basic specialty, with 
subsequent subspecialization so far as we need subspecialists 
to operate our system. That is the general road-map showing 
where we wish to go, but obviously we are not going to let 
critical shortage areas with training capability remain un- 
filled. 

CDR Walter Godfrey, MSC, USN: First, I'd like to talk 
about the CREO program. It was described earlier as a 
disaster. The statistics do not uphold that opinion. Close to 
80% of the people requesting reenlistment or extension were 
granted that privilege. Very few of the personnel who opted 
for other ratings were accepted. We feel we lost only poor 
performers. We were forced to reduce our numbers and the 
CREO system allowed us to select and retain the best. 

As for the operating room technicians, right now our man- 
ning is 670 people for 801 billets. That includes approximately 
126 OR technicians who are with the Marine Corps. We are 
working with the Marine Corps in an attempt to reduce their 

Volume 68, December 1977 



manning and allow us to use these technicians in our hos- 
pitals. 

Our training plans are being adjusted on a month by month 
basis in those volatile specialties where there is historically 
little potential for reenlistment. Within our capacity we will 
train to replace all technicians who are scheduled for dis- 
charge in any given year. Since some will reenlist we can 
expect to have some excesses, but I believe this will help the 
"peak and valley" situation we have faced for many years. 
In the urology technician area, we now have 10 technicians 
in training and 68 on board for 77 billets. We will increase the 
quota by 10 to bring it up to meet anticipated losses. 

I want to expand on the Surgeon General's question, 
"Have you said thank you to a corpsman lately?" All too often 
we ignore our enlisted personnel. We not only fail to say 
thank you, we also fail to recognize the deep interest most of 
them have in what we are doing and their sincere desire to 
learn and to be part of the team. Somehow, over the past 
decade, a lot of the closeness has disappeared in our Navy 
Medical Department relationships. We're inundanted by our 
own problems. We tend to exclude others and their problems. 
I remember in my time as a ward corpsman, the "ward" 
medical officer was a person who knew my name, knew where 
I came from, and took time to teach me how to accomplish 
various procedures. He even helped fill out my study guides 
for advancement in rating. I was important to him and I was 
made to feel that I was an important part of the hospital, the 
Medical Department, and the Navy. I realize we can't go back 
and relive those times— the ward medical officer is gone, and 
times and methods have changed— but the basic tenets of 
leadership are still required of all of us. As teachers, as phy- 
sicians, and as naval officers, we all have a responsibility to 
the people who perform under our direction. 

We lose approximately one-third of our technicians every 
year. Who makes an effort to retain these people? Career 
counselors and leading chiefs cannot do it all. Everyone in the 
chain of command has responsibility and each department 
head should ensure that the effort is being made. We can't 
promise any rewards for reenlistment beyond what other 
sailors receive, but if we've created the feeling of belonging, 
we have taken a large step forward in solving some of our 
problems. 

Involved in all your exchanges with hospital corpsmen 
there should be a working knowledge of their distribution 
system — the system hospital corpsmen live by. I frequently 
receive telephone calls from officers who ask for action that is 
completely out of line with reality. An example: "Walt, I need 
some help. I've had a man three months and I've been 
training him intensely. Now he has orders to sea. What can 
you do about it?" My answer must be, "Not too much. Why 
did you train a man who had an imminent rotation date?" The 
answer is usually, "I didn't know." 

This last minute appeal has a poor success rate. I implore 
you to learn the distribution system. Learn what NMP is, 
what an EDVR is. It is not difficult or time consuming. A few 
hours with your personnel officer and you'll have an under- 
standing of what goes on. Those people I have dealt with, who 
have taken the time to learn, know how to use the sytem for 
their own good— and most important, not at someone else's 
expense. 

We should try to correct the faults we find in the system, 
but to take a negative attitude and criticize without knowledge 
is putting your head in the sand. Again, I ask, learn the 
system; use it to your benefit. I believe that as managers and 
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leaders you have that responsibility. In the long run the Navy 
Medical Department will benefit. 

RADM Maxine Cornier, NC, USN: I'm not sure what it 
means that no one so far has addressed questions to the 
Nurse Corps. Maybe it means we're in pretty good shape. 

Our recruiting is very good at present. That does not mean 
we have adequate numbers of Nurse Corps officers, so please 
don't go back and say that the nurses have no problems be- 
cause then I get calls wanting to know why everyone has to 
work so hard. Our numbers of direct accessions and applica- 
tions have climbed. We've had no difficult in meeting our 
numbers. Unfortunately, and I'm not quite sure why, over the 
last couple of months we're finding our declination rate is 
climbing very quickly. I think that in our October class at 
Officers Candidate School at Newport, 50% of them declined. 
We had to fill in. 

A month ago, VADM Arentzen asked me to put in for some 
uncompensated Nurse Corps billets; unfortunately, we found 
that we didn't have quite the data we needed to support the 
request. We hope over the next few months that we will be 
able to get it. 

The chief nurses are meeting with me tomorrow, when I 
will challenge them to look at the organization of their hos- 
pital's nursing service. I think we have relied too long on tra- 
ditional organization. I believe that senior nurses, who have 
true bedside expertise, need to be placed back with the pa- 
tient. I think it can be done, and it ought to be much more 
satisfactory for them. 

We have recently been working on our billet structure. 
We're trying to identify the talents that we have within the 
Nurse Corps. I can say very proudly that we have some fan- 
tastic talent. But instead of every Nurse Corps officer being 
considered a generalist in nursing, we hope that when you tell 
us you need people prepared for the operating room, or some- 
one who could take over for the charge nurse in the critical 
care unit, we will tell you who we have available in those 
fields. I'm still convinced we need an additional 500 Nurse 
Corps officers. 

RADM Joseph Horgan, MC, USN: I'd like to address CDR 
Godfrey. Basically, I think you're not hearing our message. 
The system which you're asking us to live with has not been 
meeting our needs. We ask that the system be looked at 
anew. We cannot continue to manipulate it, even with your 
guidance, and survive. We're going to have to look at other 
methods. And I think to ask us to continue living with some- 
thing that has been unsatisfactory is not in any way helping 
meet the needs that everyone has been expressing here 
today. 

CDR Godfreyi Admiral, I understand fully what you're 
saying. However, the enlisted distribution system controls 
the entire Navy, and no matter what we think of it, it's here 
and we must live with it. We have pointed out and continue to 
point out problems. The system came in approximately seven 
years ago and handles over 500,000 enlisted personnel in the 
Navy. It details approximately 12,000 hospital corpsmen who 
are not within BUMED-managed activities and the 12,000 
who are under our claimancy. We cannot divorce the BUMED 
numbers from the rest. Sea/shore rotation demands inte- 
grated distribution. The system may not meet all our de- 
mands, desires, or needs, but basically it performs its mis- 
sion. If the mechanics of the system are understood, it can be 
used to our benefit. The system has built-in alert mechanisms 
that tell far in advance what is to happen. To ignore these 
signals or to fail to recognize their meaning will result in prob- 
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lems. Vigilance and understanding make the system work- 
able. 

Another point, the distribution system only reacts to billets. 
If our billets are not correctly distributed, not correctly 
identified as to need, or constitute a less than sufficient num- 
ber, the fault does not lie with distribution but with the billet 
mix. Maldistribution based upon a lack of good criteria and an 
ever-increasing and changing workload that we have diffi- 
culty measuring is the prime cause of our difficulties. 

VADM Arentzen: We still have to get more of the billets 
under the control of the Surgeon General. We have to get 
some of those laboratory or operating room technician billets 
off the ships where they are wasted. Right now we're short 
2,000 hospital corpsmen. The CNO has allowed us to have 
about 24,500. First we have to get up to that authorized num- 
ber, and then we can ask for more. 

CAPT Douglas Knab, MC, USN: Obstetrics is in the same 
shape as most other specialties. Next year we will drop from 
166 practicing obstetricians down to 96. With billet realign- 
ment our billet structure was 142, but we have been down to 
129 since spring so our billet structure was dropped to 128. It 
then looks like we have one excess obstetrician. Our problem 
is that this coming year we will drop to 96 OB specialists and 
I'm trying to figure out how we are going to manage with 
some 30 physicians short next year. 

CAPT John Carr, MC, USN: You're absolutely right. We're 
working with CAPT Jim Quinn and his planners in the 
BUMED Planning Office and we're thinking of alternative 
ways of getting the babies delivered if we're 30 obstetricians 
short. The babies are going to come no matter what we do, 
and we have to have an alternative answer. We may have to 
use CHAMPUS more in some areas. We may have to look at 
vertical cuts, horizontal cuts— but we're looking at new ways 
of meeting the need. 

Although 1 talked about numbers the other day, it's not the 
numbers that are important. It's the people that are impor- 
tant, the individuals. As far as retention, if you know some- 
body you want us to contact, jot his or her name down, hand it 
to anyone on our staff. The number of personal phone calls 
that go out daily from RADM Cox, other flag officers, and 
VADM Arentzen himself are countless. It's an individualized 
effort, and BUMED does care. We'll work to solve those prob- 
lems. 

VADM Arentzen: Let me emphasize again, I am committed 
to first-rate training programs. If I see some are falling, we 
will have to close them down. We cannot train second-rate 
physicians. I need your commitment and your help. There is 
not a one here that I can afford to lose. I need more like you. 

I urge you to communicate with your residents and your 
staff, identify the potential teachers, allow your staff to help 
,you, and be innovative. 

This is a varied Medical Department, too. Tradition is a 
good thing, but when tradition becomes the only reason we're 
doing something, then tradition must go. We must be 
flexible. 

Above all, we must be responsible, to each other and to our 
patients. I have an open door policy. If you're ever in Wash- 
ington, I expect you to stop in and see me. If you have any 
suggestions, write me a letter. Mark on the outside "Personal 
Attention." I'm the only one who opens it. And use the tele- 
phone; give me a call. We're all in the same Medical Depart- 
ment working for the same end. We're all here to do our best 
to make Navy medicine viable. Thank you very much for your 
efforts, and have a safe journey home. 
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VADM R.B.Brown 
1908-1977 



IN MEMORIAM 

VADM Robert B. Brown, MC, USN (Ret.) ( 24th Sur- 
geon General of the Navy and 28th Chief of the Bureau 
of Medicine and Surgery, died 12 Nov 1977 at the age of 
69. 

VADM Brown was born in 
Meadville, Pa., on 29 June 1908. 
He attended Allegheny College 
and the University of Pennsyl- 
vania School of Medicine. Fol- 
lowing an internship at the Uni- 
versity of Pennsylvania hospital, 
he attended the university's 
graduate school of medicine, 
receiving a doctor of science 
degree in surgery, VADM Brown 
also had two fellowships at the 
university — the first in thyroid 
and neurosurgery, and the sec- 
ond in general surgery. 

He reported for active duty in the Navy in 1942 and 
was assigned to the surgical service at Naval Hospital 
Philadelphia. In 1943 he was assigned duty in the hos- 
pital ship USS Solace. 

After serving as chief of surgery at Naval Hospital 
Annapolis, Dr. Brown joined the hospital ship USS 
Tranquility in 1945. He later returned to Naval Hospital 
Philadelphia to serve as assistant to the chief of the 
surgical service. 

During the Korean conflict, Dr. Brown was chief of 
professional services and chief of surgery in the USS 
Repose. In conjunction with operations in Korea 
against enemy forces from 20 Sept 1950 to 12 July 1951 , 
he was awarded the Bronze Star Medal. The citation 
reads in part: 

Throughout this period CAPT Brown rendered outstand- 
ing service to his patients and directly supervised the sur- 
gical treatment of all casualties admitted to his section. 
Exercising exceptional professional skill and a thorough 
understanding of the scope and importance of his assign- 
ment, he was largely responsible for the excellent care 
given to the more than 8,000 patients admitted to the hos- 
pital and was greatly instrumental in saving the lives of 
many more stricken men. 

In 1951 Dr. Brown reported as chief of surgery at 
Naval Hospital Bethesda; while there, he also served as 
clinical (adjunct) professor of surgery at Georgetown 
University School of Medicine. In March 1960 he was 
named commanding officer of the Bethesda facility, 
and two years later was named CO of the National 
Naval Medical Center. 

He joined the Bureau of Medicine and Surgery in 
1963 as assistant chief for personnel and professional 
operations. In June 1964 he was designated deputy and 
assistant chief of the Bureau, and in January 1965 was 
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appointed Surgeon General of the Navy and Chief 
BUMED. 

After serving four years as Surgeon General, VADM 
Brown was transferred to the retired list of the U.S. 
Navy on 1 Feb 1969. 

In addition to the Bronze Star Medal, VADM Brown 
was awarded the Distinguished Service Medal, Asiatic- 
Pacific Campaign Medal with one star, American 
Campaign Medal, World War II Victory Medal, Nation- 
al Defense Medal with bronze star, Korean Service 
Medal with five stars, United Nations Service Medal, 
Antarctica Service Medal, Expert Rifleman Medal, 
Expert Pistol Shot Medal, and the Korean Presidential 
Unit Citation. 

VADM Brown was a fellow of the American College 
of Surgeons and a diplomate of the American Board of 
Surgery. He also was a member of the Philadelphia 
County, Pennsylvania State, and American Medical 
Associations; the Society of University Surgeons; the 
American Surgical Association; the International Sur- 
gical Society; the Philadelphia College of Physicians; 
the Halsted Society; the Eastern Surgical Association; 
the Society of Vascular Surgery; the Southern Surgical 
Association; and the American Association for the 
Surgery of Trauma. He was an associate member of the 
Clinico-Pathological Society in Washington, D.C., and 
the Philadelphia Academy of Surgery. 

In 1962 Dr. Brown received an honorary doctor of 
science degree from Allegheny College, and in 1965 
received an honorary degree of doctor of medicine from 
the Catholic Medical Center, Seoul, Korea. 

CAPT Mark S. Curtis, MC, USN (Ret.), a former 
Navy urologist who served 21 years with the Navy Med- 
ical Corps, died 3 Sept 1977 in Bakersfield, Calif. 

Born in Guam, Dr. Curtis was a graduate of Stanford 
University and the University of the Pacific. He com- 
pleted the basic course at the U.S. Naval Medical 
School, and received residency training in urology at 
naval hospitals in Washington, D.C., and Bethesda, 
Md., and at the James Buchanan Brady Foundation 
N.Y.C. 

Dr. Curtis began his naval career in August 1939 at 
Naval Hospital Brooklyn. Subsequent assignments in- 
cluded duty with the 1st Marine Brigade in Quantico, 
Va.; in USS Rapidan (AO-18); with motor torpedo boat 
squadrons in the South Pacific and with naval forces in 
the North Solomons; and at Naval Hospitals Mare 
Island, Oceanside, and Oakland, Calif.; and Yokosuka, 
Japan. 

CDR Richard Jewell, USN (Ret.), who helped estab- 
lish the Navy program for prevention and treatment of 
alcoholism, died 7 Sept 1977 following cardiac surgery. 
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CDR R. Jewell 
1905-1977 



Born 27 June 1905 in Avery, 
Okla., CDR Jewell earned a 
master of science degree in engi- 
neering from Oklahoma State 
University. He was commis- 
sioned a LTJG in the Naval Re- 
serve in January 1942, and 
served on full-time active duty 
until his transfer to inactive duty 
in September 1945. He was re- 
called to active duty in October 
1950, and served until October 
1957 when he was separated on 
disability retirement. 

Eight years later, after defeat- 
ing his own problem with alcoholism through the fel- 
lowship of Alcoholics Anonymous, CDR Jewell began 
full-time, volunteer work with alcoholics at Naval Sta- 
tion Long Beach. In 1969 he became a staff member of 
the Navy Alcohol Rehabilitation Center there. He re- 
' tired from this post in June 1975. 

On 19 March 1976, the Navy Surgeon General pre- 
sented CDR Jewell with the Distinguished Civilian Ser- 
vice Award in ceremonies at the Bureau of Medicine 
and Surgery. The award, one of the highest ever given 
a worker in the field of alcoholism treatment, honored 
CDR Jewell's pioneering role in developing an alcohol 
treatment program that became a model for similar 
programs throughout the Navy. 

' '1 wanted to help people on the base who needed it, " 
CDR Jewell said in a recent interview. "I began think- 
ing about all those uninformed doctors, and wanted to 
show them there was a way out for alcoholics. Every- 
thing wasn't roses right off; we had to fight battles from 
top to bottom to keep our clinic on base." 

In 1967, two years after it was established, the Long 
Beach "clinic" received official recognition and 
became the Navy's first alcohol rehabilitation center. 
Today, there are four major rehabilitation centers at 
naval bases around the country, 15 smaller units at 
naval hospitals, and more than 50 local facilities at com- 
mands worldwide. 

Of his role in breaking ground for alcohol treatment 
in the Navy, CDR Jewell recalled recently, "I had the 
problem myself and beat it. I knew others could, too. 
I'd been in the Navy and so took my ideas to them. If 
I've helped, that's what I started out to do, and that's 
all I can ask for." 

LT Stuart C. Jones, DC, USN, a Navy-sponsored 1977 
graduate of Georgetown Dental School, died 20 Aug 
1977 while mountain climbing near Telluride, Colo. He 

was 31. 

An experienced climber, LT Jones celebrated his 
graduation last June by scaling the 25,645-foot Nanda 
Devi in the Himalayan mountain chain. He was the first 
naval officer to accomplish this feat. 

LT Jones, who was president of his graduating class 
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at dental school, was scheduled to report to his first 
duty assignment at the Camp Pendleton Dental Clinic 
on 1 September. 

USUHS LAUNCHES GRADUATE 
DEGREE PROGRAMS 

The Uniformed Services University of the Health 
Sciences will offer accredited graduate degree pro- 
grams in the basic medical sciences beginning with the 
fall semester of 1978. 

Master's and doctoral degree programs in anatomy, 
biochemistry, medical psychology, microbiology, phar- 
macology, physiology, and preventive medicine will be 
open to qualified military and civilian applicants. The 
courses of study are designed for outstanding individ- 
uals with a strong commitment to permanent careers in 
the basic medical sciences. 

Deadline for applications for the Fall 1978 semester 
is 1 March 1978. 

Competitive selection of students will be based on 
undergraduate and postgraduate academic records, 
letters of recommendation, and results of the aptitude 
portion of the Graduate Record Examination. Specific 
graduate studies may impose additional requirements 
for admission. 

Military applicants must obtain the approval and 
sponsorship of their military department and will incur 
an obligation for additional service. 

USUHS graduate studies programs are intended to 
foster independent scholarship, originality, and com- 
petence in research, teaching, and professional service. 
Graduate students will serve as teaching and re- 
search assistants in support of the USUHS School of 
Medicine. 

Graduate courses will be directed by members of the 
medical school basic science faculty and will be con- 
ducted in new laboratories designed to support a wide 
variety of research projects. Special resources include 
high resolution scanning and transmission electron 
microscopes, biohazard containment laboratories, a 
central animal facility, computer support, and a medi- 
cal library. 

The USUHS was established by Congress in 1972, 
and has a current enrollment of 99 medical students. 
The campus is located in Bethesda adjacent to the 
National Naval Medical Center and the Armed Forces 
Radiobiological Research Institute and close to the 
National Library of Medicine and the National Insti- 
tutes of Health. Various affiliation agreements between 
these institutions and the USUHS, as well as with the 
Walter Reed Army Medical Center and the Armed 
Forces Institute of Pathology, provide additional re- 
sources to enhance graduate education. 

For further information, write: COL John W. Bullard, 
MSC, USA, Assistant Dean for Graduate Education, 
Uniformed Services University of the Health Sciences, 
4301 Jones Bridge Rd., Bethesda, Md. 20014. 

U.S. Navy Medicine 



DENTAL CONTINUING EDUCATION COURSES 

The following dental continuing education courses 
will be offered in March 1978: 

National Naval Dental Center, Bethesda, Md. 

Complete dentures 13-15 March 1978 

Eleventh Naval District, San Diego, Calif. 

Occlusion 13.15 March 1978 

U.S. Army Institute of Dental Research, Walter Reed 
Army Medical Center, Washington, D. C. 

Periodontics 6-9 March 1978 

Letterman Army Medical Center, San Francisco, Calif. 
Periodontics 20-23 March 1978 



Nurse Corps officers wishing to attend these courses 
should apply to the Naval Health Sciences Education 
and Training Command (Code 7), National Naval Medi- 
cal Center, Bethesda, Md. 20014, following procedures 
set forth in the BUMED Instruction 1520.8 series. Ap- 
plications should be submitted several weeks before a 
course begins. 

AFIP TO OFFER RADIOLOGY SEMINARS 

The Armed Forces Institute of Pathology in Washing- 
ton, D.C., has announced a series of diagnostic radiol- 
ogy seminars designed to give radiologists an overview 
of the morphological principles used in evaluating 
roentgenographic signs. Sessions to be held are: 
23-27 Jan 1978 



Requests for courses administered by the Comman- 
dant, Eleventh Naval District, should be submitted to: 
Commandant, Eleventh Naval District (Code 37), San 
Diego, Calif. 92132. Applications for other dental con- 1-S May 1978 
tinuing education courses should be submitted to: Com- 
manding Officer, Naval Health Sciences Education and 
Training Command (Code 5), National Naval Medical 
Center, Bethesda, Md. 20014. Applications should 
arrive six weeks before the course begins. 

Cross-country travel and travel from outside the con- 
tinental U.S. to attend dental continuing education 
courses generally will not be approved due to funding 
limitations. 



CONTINUING EDUCATION FOR NAVY NURSES 

The Naval Health Sciences Education and Training 
Command will sponsor the following continuing educa- 
tion courses for Navy nurses: 

Critical Care of the Respiratory Patient (30 contact hours) 
23-27 Jan 1978 NRMC San Diego, Calif. 

For critical care nurses with special interest in respiratory failure. 
The physiology of the respiratory and contributing systems will be 
considered, as well as mechanical and electrical equipment used to 
support and monitor these systems. Training in basic EKG interpre- 
tation is required for enrollment in this course. 

Designing Continuing Education Programs (30 contact hours) 
27 Feb-3 Mar 1978 NNMC, Bethesda, Md. 

This seminar offers Nurse Corps officers involved in continuing edu- 
cation programs and clinical instruction education models for individ- 
uals and groups. Design of continuing education programs will be 
explored, with emphasis placed on evaluation methodologies. 

The courses are open to Nurse Corps officers not cur- 
rently assigned to an oversea billet. However, nurses 
assigned to Argentia, Newfoundland; Bermuda; Guan- 
tanamo Bay, Cuba; Keflavik, Iceland; and Roosevelt 
Roads, Puerto Rico, who have served at least six 
months on active duty may apply. The courses are also 
open to Nurse Corps officers of the inactive Reserve on 
a space-available basis. 
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General course on bone, chest, gastrointes- 
tinal system, and genitourinary system. 

13-17 Feb 1978 Special course on bone and chest. 

General course on bone, chest, gastrointes- 
tinal system, and genitourinary system. 

13-17 Nov 1978 Special course on gastrointestinal system 
and genitourinary system. 

The seminars are approved for 35 hours of credit in 
Category I for the American Medical Association Physi- 
cians Recognition Award. 

Registration fee will be $250. Residents will be ad- 
mitted for $175. Federal radiologists with authorized 
approval are exempt from paying tuition. 

Applications are available from: The American 
Registry of Pathology, Armed Forces Institute of Pa- 
thology, ATTN: Radiologic Pathology Seminars, Room 
M115, Washington, D.C. 20306. 

CASUALTY TREATMENT TRAINING FOR 
DENTAL OFFICERS 

A five-day casualty treatment training course was 
recently conducted at the Naval Regional Dental Center 
Norfolk, Va. In this course, dental officers learn emer- 
gency casualty treatment so they can augment medical 
efforts during combat. This was the third group of 20 
dental officers to complete the course in 1977. Similar 
courses are held at Great Lakes, 111., and San Diego. 



NOT 
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UNDERSEA MEDICINE ... The Un- 
dersea Medical Officers Course con- 
vening in July 1978 is filling up fast. 
Interested medical officers should sub- 
mit their applications as soon as pos- 
sible (deadline for submission of appli- 
cations may be extended if there are 
class vacancies). For additional infor- 
mation see BUMEDINST 1520.3G or 
call the BUMED Undersea Medicine 
Divisions Autovon 294-4197 or (Area 
code 202) 254-4197. 

REDCOM . . . Officers listed in the 
Table below have been appointed staff 
medical officers for their respective 
readiness commands. They will advise 
their readiness commander concerning 
Reserve medical assets in their region, 
will advise medical Reservists of oppor- 
tunities for participation and training, 
and will serve as an interface between 
the Readiness Command and the Re- 
serve Forces Policy Board. Reserve 
medical personnel are invited to contact 
these officers on matters pertaining to 
medical designators. 

UNIFORM CHART OF ACCOUNTS . . . 

Tests of the DOD Medical Treatment 
Facility Uniform Chart of Accounts 
(UCA) began 1 Oct 1977 at NNMC, 
Bethesda; NSMC, New London; NRMC 
Camp Pendleton; and NRMC Memphis. 
The aim: to provide a common measure- 
ment standard for expenses and per- 
formance which will allow any military 
medical treatment facility to be com- 
pared with its counterpart in another 
military department or in the civilian 
sector. The new system will be phased 
in at the four test locations throughout 
FY78 to identify and correct problems 
before full Navywide implementation on 
1 Oct 1979. 

HEALTH EDUCATION . . . BUMED is 

making increased use of television to 
bring health care information and edu- 
cation to fleet personnel. Through the 
Navy's SITE (Shipboard Information, 
Training and Entertainment) system — 
an internal network in 150 naval 
vessels, with a potential audience of 
more than 163,000 men— programs 
have recently been provided on such 
subjects as eye safety, heat stress, 
physical fitness, hearing conservation 
and prevention of venereal disease. 
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Audience response to these programs 
has been excellent. Additional pro- 
grams are planned on first aid, toxic 
breathing hazards, dental care, and 
safety. Programs are produced by the 
Naval Health Sciences Education and 
Training Command. 

ASEPTIC BONE NECROSIS . . . Navy 

medical researchers report that of 934 
U.S. Navy divers surveyed radiographi- 
cally to detect aseptic bone necrosis, 16 
positive diagnoses were made (less than 
2%); in an additional 11 divers, results 
were interpreted as doubtful. All films 
were read by at least two qualified 
radiologists. 

Aseptic bone necrosis was found to be 
significantly related to the diver's age 
and number of months spent diving. 



Also, in this study divers with aseptic 
bone necrosis had a history of signifi- 
cantly more treatments for decompres- 
sion sickness than did divers with no 
aseptic bone necrosis. The findings 
suggest that aseptic bone necrosis and 
decompression sickness may not be 
causally related, but may instead both 
be related to a third, common factor. 
The investigation showed that the low 
prevalence of aseptic bone necrosis 
among Navy divers cannot be attributed 
to any specific index of diving activity. 

DISORIENTATION TRAINER ... A 

fleet project team has been established 
to determine military characteristics for 
a multistation disorientation trainer for 
flight personnel, to be delivered to the 
Naval Aerospace Medical Institute in 
1980. The device will acquaint aviation 
personnel with the multiple illusions of 
flight and procedures to counteract 
"aviation vertigo." 



Readiness Command Staff Medical Officers 



Region 



Name 



City/State 



Telephone 



1 CAPT Charles I. Brink, MC, 

USNR-R* 

2 CAPT S. Wallach, MC, USNR-R 

4 CAPT Gaston G. Trigos, MC, 

USNR-R 

5 CAPT Gordon Pred, MSC, 

USNR-R 

6 CAPT Clarence J. Gibbs, MSC, 

USNR-R* 

7 CDR William E. Dukes, MC, 

USNR-R 

8 CDR J.J. Cerda, MC, USNR-R 

9 CAPTJ. Miller, MC, USNR-R* 

10 CDR Theodore J. Borgman, Jr., 

MC, USNR-R* 

1 1 CDR Charles P. Grier, MSC, 

USNR-R* 
13 CAPT John P. Connelly, MC, 

USNR-R 
16 CAPT Richard C. Woeliner, MC, 

USNR-R 

18 CAPT P.C. Vescovo, MC, 

USNR-R* 

19 CDR Attila Felsoory, MC, 

USNR-R* 

20 CAPT David B. Davis, MC, 

USNR-R* 
22 CDR Lynn Frary, MC, USNR-R 



Shrewsburg, Mass. 617-752-1414 



Petersburg, N.Y. 
Drexel Hill, Pa. 

Euclid, Ohio 

Washington, D.C. 

Clemson, S.C. 

Gainesville, Fla. 
Memphis, Tenn. 
New Orleans, La- 
Dallas, Tex. 
Riverside, III. 
Minnetonka, Minn. 



518-462-3311 
215-384-7711 

216-289-3847 

202-547-5999 

803-654-2067 

904-392-2877 
901-726-6868 
504-861-2072 

214-824-0331 

312-869-4255 



Kansas City, Mo. 816-452-2810 



Arcadia, Calif. 



213-359^111 



Hayward, Calif. 415-881-8766 



Seattle, Wash. 



206-228-1123 



•Member of Reserve Forces Policy Board 
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Policy 



Instructions and 
Directives 



Use of animals in research and 
instructional programs 

SECNAVINST 3900.38A of 21 March 1977 (an enclo- 
sure to BUMED Instruction 3900.7 of 21 June 1977) 
transmits DOD policy on procurement, transportation, 
care and use of animals in research, clinical investiga- 
tion, and instructional programs. Technical information 
required in connection with local implementation of the 
provisions of this instruction may be obtained from the 
Special Assistant for Veterinary Medicine, Naval Medi- 
cal Research and Development Command, Bethesda, 
Md. 20014.— BUMED Instruction 3900.7 of 21 June 
1977. 



Programming investment equipment 
requirements 

The Secretary of Defense has promulgated new regu- 
lations governing review and approval procedures for 
all medical equipment or systems costing $100,000 or 
more. A triservice regulation on this subject will be 
published soon. 

All budget requests for such equipment must now 
include the following information: 

• Description of equipment, including model or manu- 
facturer's number. 

• Complete description of intended use. 

• Description of how function for which new equipment 
is intended is now being performed. 

• List of specific procedures to be accomplished. 

• Quantity and current use of similar items by which 
those procedures are now accomplished. 

• Savings in time, money or personnel expected; any 
increased workload expected. 

• Facility modifications required. 

• Number of personnel qualified to use equipment; 
staffing projections and any expenses for training oper- 
ators. 

• Statement about maintenance (including mainte- 
nance record of any equipment to be replaced). 

• Availability of similar equipment in other DOD, 
federal, or civilian health care facilities. 

• Cost/benefit analysis. 

• Written recommendations from DOD Regional 
Review Committee.— BUMED NOTE 4235 of 24 June 
1977. 
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Disposition of enlisted members by 
medical board action 

All health records of Marine Corps members dis- 
charged or released from active duty after 1 July 1977 
will be closed and forwarded to the command maintain- 
ing the member's Service Record Book. Original 
medical board reports with all endorsements showing 
date and action taken will be placed in the member's 
service record; the closed health record will then be in- 
cluded in and transmitted with the service record. 

When a member is qualified for discharge for 
reasons other than the physical disability indicated (un- 
suitability or misconduct, for example), the medical 
board report shall be forwarded to the Commandant of 
the Marine Corps or the Chief of Naval Personnel, as 
appropriate, via BUMED, Code 332.— BUMED Instruc- 
tion 1910.2G, change transmittal 2 of 28 June 1977. 

Transfer of patients to VA facilities 

Procedures for handling the health records of Marine 
Corps members no longer on active duty have been 
changed. When a Navy or Marine Corps member is re- 
tired, discharged, or released to inactive duty while re- 
ceiving medical treatment at a VA facility, the mem- 
ber's commanding officer shall have the patient's nar- 
rative summary of hospitalization incorporated in the 
member's health record. The health record shall then 
be closed and transmitted with the member's service 
record. 

When such a patient executes a claim for VA benefits 
at the time of retirement or separation, the naval instal- 
lation retiring or separating the member shall send a 
copy of the Report of Separation from Active Duty (DD 
Form 214N/214MC) to the VA treatment facility within 
48 hours.— BUMED Instruction 6320.11C, change 
transmittal 2, of 5 July 1977. 



New statistical accounts for Resource 
Management System 

Two new statistical accounts for the Resource Man- 
agement System have been established, as a result of a 
General Accounting Office request that obligations for 
Operation and Maintenance appropriations be re- 
stricted to amounts approved for general purposes and 
for maintenance of real property, and that these two 
categories of obligations be separately identified. 

The new accounts are 0931 (unobligated annual 
balance available for general purposes other than main- 
tenance of real property) and 0932 (unobligated annual 
balance available for maintenance of real property). 
Both accounts have a normal debit balance. A net credit 
balance of accounts 0931 and 0932 will indicate an ap- 
parent R.S. 3679 violation.— BUMED NOTE 7300 of 19 
July 1977. 
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Independent Duty 



Treatment of Nosebleeds 



LCDR Frank S. Curto, MC, USNR 
CDR Alan D. Kornblut, MC, USNR 



Nosebleeds— one of the medical problems most fre- 
quently seen by hospital corpsmen serving on inde- 
pendent duty— may result from local causes (pathology 
of the nose itself) or from general, systemic causes, as 
well as a combination of both (see Table I). 

Trauma— nosepicking, excessive nose blowing, 
fighting— represents the most common local cause of 
nosebleeds. Other local causes include ulcerations, 
tumors, venous dilatations or varicosities, and acute in- 
fections or inflammations. General causes of nose- 
bleeds include high blood pressure (arterial or venous) 
and altered capability for the blood to clot, as well as 
physiologic (vasomotor) and pressure (baro) changes. 

The patient's age is important in diagnosing the 
cause of nasal bleeding. In children, falls or blows to 
the nose are common, as are nasal picking and 
inserting foreign bodies into the nose. In young adults, 
septal deformities commonly occur, as do idiopathic 
nosebleeds. The older patient with nasal bleeding com- 
monly has high blood pressure with hardening of the 
arteries, which often causes the nasal mucosa to crack. 
However, all possibilities for nasal bleeding exist in all 
age groups. 

In the younger patient, nasal bleeding tends to be 
located in the anterior or front part of the nose— partic- 
ularly in the anterior nasal septum area called Kiessel- 
bach's plexus of vessels. Older patients more com- 
monly have both anterior and posterior nasal bleeding 
sites. But again, any location for bleeding is possible in 
any patient. 

Nasal bleeding will stop spontaneously in most pa- 
tients or will readily respond to simple maneuvers such 
as bending the head forward to prevent blood from 
running down the back of the throat, pinching the nos- 
trils tightly together, or placing cotton inside the nose 
for simple pressure hemostasis. Other measures, such 
as placing icepacks or cold, wet cloths on the nose or 
back of the neck or inserting gauze between the upper 
lip and gum, are not very useful— other than giving the 
patient something to do and perhaps putting his mind 
at ease. 

From the Department of Otolaryngology, National Naval Medical 
Center, Bethesda, Md. 20014. 
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TABLE I. Some Causes of Epistaxis (Rhinorrhagia) 






Local Causes 

Idiopathic 

Environmental changes: "Dry air," barotrauma 
Anatomic variations: varicosities, septal deformities 
Injuries: trauma (including nose picking or exaggerated 

nasal blowing), surgery, foreign bodies in nose 
Infections: viruses or bacteria (including influenza, scarlet 

fever, rubella, pertussis), syphilis, tuberculosis, leprosy 
Neoplasms: angiomas, papillomas, minor salivary tur 

carcinomas, sarcomas 

Systemic Causes 

Physiologic: exercise (vasomotor changes) 

Hypertension 

Elevated venous pressures: chronic obstructive pulmonary 

disease, cor pulmonale, cerebral congestion 
Primary blood or vessel diseases: hemophilia, anemias, 

purpuras, scurvy, leukemias, herediatry telangiectasias, 

miscellaneous blood factor deficiencies 

Infections 

Drugs: heparin, Coumadin, aspirin, immunosuppressants 



Problem patients are those in whom simple measures 
do not stop nasal bleeding. These patients require 
careful examination and treatment (see Table II), in- 
cluding some form of nasal packing; they should not be 
treated merely with supportive medications and expect- 
ant waiting. In rare instances, medical management 
must be instituted to stop the bleeding, or selective 
vessel ligation is required. 

Determining the site of nasal bleeding is essential for 
proper therapy, and requires some understanding of 
the nasal blood supply. In reviewing this blood supply, 
it is helpful to divide the nose into the lateral wall and 
the nasal septum. Both sites are supplied by the inter- 
nal and external carotid arteries. Figures 1, 2, and 3 
show the major vessels which supply the internal nasal 
tissues. For successful management of bleeding, the 
location of the bleed should be identified by referring to 
the specific blood vessels involved. 
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TABLE II. Checklist for Managing Nasal Bleeding 



A. Treat underlying diseases— especially cardiovascular 
(hypertension), hepatic, or renal diseases, and clotting 
defects. 

B. Stop any medications which can cause nosebleeds unless 
medically con t vindicated. 

i. Control apprehension with sedatives as needed (Pheno- 
barbitol, 30 mg p.o., q.i.d., p.r.n.; Diazepam, 5-10 mg 
i. m., or p.a, t.i.d., p.r.n.). 

. Examine the nose carefully: 

1) Have patient sit upright with head slightly forward. 

2) Have patient gently blow clots from nose. 

3) Using good illumination from a headmirror or lamp 
quickly inspect nasal tissues. 

4) Firmly place 5% cocaine cotton pledgets inside pa- 
tient's nose for anesthesia, decongestion and vasocon- 
striction. 

For anterior nasal bleeding involving the septum or the 
turbinates: 

1) Attempt cautery with topical trichloroacetic acid or 
silver nitrate. Electrocautery may also be useful. 

2) Suture ligate point bleeding with #3-0 chromic cataut 
if necessary. " 

3) Firmly pack the nose with layers of VWrtch vaseline 
gauze, if necessary. 

For posterior nasal bleeding: 



1) Use either nasopharyngeal pack or balloon catheter in 
addition to firm layered anterior packing. (Nasopharyn- 
geal packs must be secured by transnasal strings to 
prevent dislodgement and aspiration.) 

2) Give analgesics (aspirin or codeine) as needed. 

3) Give antibiotics (penicillin, erythromycin or tetracy- 
cline) to prevent suppurative sinusitis. 

4) Admit to hospital for care, and keep patient on bed rest 
with bathroom privileges. (Head should be elevated 60° 
in bed to minimize facial edema and to assist respira- 
tions.) 

G. Transfuse patient with whole blood or fresh frozen plasma 
as needed, based on hematocrit and vital signs. 

H. If bleeding is adequately controlled when packs are used- 

1) Carefully remove packs in 3 to 5 days. (Remove packs 
sooner if poorly tolerated or if sinusitis occurs.) 

2) Obtain rhinologist's consultation to correct anatomic 
causes of nasal bleeding. 

I. 



If bleeding persists, obtain specialty consultation or trans- 
fer patient to specialty medical center for further care 
Selective vessel ligation may be required. 

J. Do not biopsy any tissues unless definitive therapy is 
immediately available. - y 

K. Do not delay patient transfers when inadequate medical 
support is available. 




FIGURE 1 . This schematic diagram shows the major posterior 
and superior blood vessels of the nose as derived from the in- 
ternal maxillary artery (IMA) and the ophthalmic artery (OA) 
ECA= external carotid artery. ICA= internal carotid artery. 



FIGURE 2. The anterior ethmoid artery (AEA) and posterior 
ethmoid artery (PEA) are the terminal intranasal branches of 
the ophthalmic artery. 
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FIGURE 3. This sagittal section of the skull shows sites of major vessel entry into 
the lateral and superior nasal soft tissues. (1 ) Anterior ethmoid artery; (2) posterior 
emmoS artery; (3) sphenopalatine or nasopalatine branches of interna maxillary 
aZy M-3ii KKft tissues; F=frontal sinus; ACF=anterior^mal 
fossa- Sp=sphenoid sinus; ET= eustachian tube orifice; NP=postenor nasophar- 
ynx; IT = inferior nasal turbinate; P= palatine vault or nasal floor. 



Three areas— anterior, posterior and superior- 
should be considered. On the anterior (cartilaginous) 
septum a plexus of vessels is present, formed by 
contributions from the anterior ethmoid artery, the 
septal branch of the superior labial artery, the septal 
branch of the sphenopalatine artery, and the greater 
palatine artery. These vessels supply Kiesselbach's or 
Little's area. Bleeding may occur from any of these 
vessels* 

On the lateral nasal wall, the anterior ethmoid artery, 
nasal branch of the anterior inferior artery, dental 
branch of the infraorbital artery, and a branch of the 
sphenopalatine artery constitute the blood supply. 
Superior bleeding may arise from the anterior or poste- 
rior ethmoid arteries as well as from the superior nasal 
branch of the sphenopalatine artery, all of which supply 
the superior septum and lateral nasal wall. Posterior 
bleeding occurs from the sphenopalatine artery or one 
of its branches. 

In practical clinical situations, bleeding may be gen- 
eralized—especially from the septum, the anterior end 
of the inferior nasal turbinate, from beneath the 
posterior part of the inferior turbinate, or from high in 
the nose between the nasal septum and middle turbi- 
nate. 

STEPS TO STOP BLEEDING 

In addition to the measures listed in Table II, the fol- 
lowing steps can be helpful in stopping nasal bleeding: 
1) Gown the patient and yourself, since even a small 
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FIGURE 4. Anterior nasal pack. Arrows 
show proper direction in which pack 
should be layered— from anterior-Infe- 
rior to posterior-superior. 




FIGURE 5. The balloon nasal catheter is inflated to place 
pressure against the nasal walls. Care must be taken to not 
overinflate the catheter, causing pressure necrosis. 



amount of blood, when accidentally coughed or 
sneezed, can be sprayed over a large area. 

2) Position the patient upright in an examining chair, 
unless he is hypotensive. If necessary, the nose can be 
inspected with the patient in a head-down position. 

3) After anesthetizing and decongesting the nose, 
use an angulated suction tube to remove blood or clots 
and allow unobstructed visualization of the bleeding 
site. Of course, a headlamp or headmirror is a must! 

4) If the bleeding site is located anteriorly in the 
nose, local cautery or a fixation suture can be used. If 
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needed, an anterior V4-inch vaseline gauze pack, 
firmly layered from the nasal floor to the nasal dome, 
can be inserted and left in place for three to five days 
(Figure 4). 

5) Persistent superior bleeding occasionally requires 
ligation of the ethmoid arteries. However, this should 
be done only by a qualified physician. 

6) The site of posterior nasal bleeding is usually 
detected by careful positioning of a nasal suction cathe- 
ter. Since the site may not be visible, local cautery or 
suture is usually not possible. In such patients, a poste- 
rior pack must be placed. 

An "adenoid" sponge is useful or a pack can be 
made by folding in half a 4x4-inch gauze pad impreg- 
nated with antibiotic ointment. Two heavy silk threads 
should be tied about the middle of the pack to keep it 
from slipping into the throat. Two of the four thread 
ends should be brought through the nostril on the 
bleeding side and fastened tightly over an external 
nasal gauze bandage to prevent dislodgement or local 
tissue trauma from the suture material. The pack 
should be firmly cinched into the nasopharynx against 
the posterior nasal tissues. 

A soft balloon catheter may also be used as a poste- 
rior pack, as the inflated balloon puts pressure against 
the posterior nasal tissues. Figure 5 depicts a Gott- 
schalk catheter, which is commercially available. A 
Foley catheter can also be used and maintained in posi- 
tion with an umbilical clamp placed against the external 
nose at the philtrum. Anterior packs should also be 
used. 

7) Since sinus infection may result from the use of 
posterior packs, patients who require such treatment 
should be hospitalized as soon as possible. If hospitali- 
zation cannot be arranged promptly, the patient should 
be given mild sedatives and analgesics, as well as pro- 
phylactic antibiotics such as penicillin. Bed rest in a 
semi-sitting position is helpful, and diet and activity 
should be adjusted as tolerated. Serial hematocrits 
should be obtained to determine whether blood replace- 
ment is needed. Of course, a medical evaluation should 
be performed as soon as possible. 

8) If further bleeding occurs, selective ligation of 
branches of the external or internal carotid artery 
should be considered. For this procedure, the patient 
must be referred to a medical specialist. 

Removal of nasal packs requires great discretion, but 
should be done carefully after three to five days. Packs 
may be removed sooner if bleeding persists because of 
inadequate placement of the packs or because the pa- 
tient is unable to tolerate them. 

Nasal bleeding is often associated with great appre- 
hension both on the part of patients and many people 
who care for patients. However, a careful systematic 
approach to the management of nasal bleeding will 
almost always result in a well-cared-for patient and a 
hospital corpsman who can rest assured that he has 
done his job well. 
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Preventive Medicine 

How to Maintain 
Shipboard Water Quality 

From 1961 to 1973 there were more than 200 
known or reported outbreaks of disease or poison- 
ing caused by contaminated drinking water. 
Twenty-two people died and an estimated 54,537 
became ill, many seriously. Some water supply 
experts from the Environmental Protection 
Agency believe that perhaps ten times as many 
outbreaks occur but go unreported for a variety of 
reasons, and that countless individual sufferers— 
and their physicians— fail to associate ailments 
with contaminated water. 

Germ-laden water can cause salmonellosis and 
gastroenteritis— both serious illnesses involving 
the stomach and intestines— as well as typhoid 
and cholera. 

A recent community water supply study re- 
vealed that an estimated eight million people 
were being served potentially dangerous water 
from perhaps 5,000 community water supply 
systems. 

The preceding information was taken from an 
EPA report on the quality of drinking water. Now 
that you know that some community water sup- 
plies are of questionable quality, think about what 
may be happening to your shipboard water during 
the loading and disinfection process. 

To assure yourself of a safe water supply, first 
ensure that there is a chlorine/bromine residual 
at all points in the distribution system aboard your 
ship. Chapter 6 of the Naval Preventive Medicine 
Manual states that the Medical Department rep- 
resentative should take daily chlorine/bromine 
readings at varying points, and should maintain a 
record of such tests. Chlorine/bromine testing 
should also be performed routinely before you re- 
ceive water supplies on board. 

Although a chlorine/bromine residual is indica- 
tive of a pure water supply, the only way to be 
absolutely certain is through bacteriological test- 
ing. A minimum of four samples per week, ob- 
tained at varying points in the water system, 
should be examined using the membrane filter 
technique. And don't forget the paperwork: a 
two-year log should be maintained showing dates, 
locations, and results of such sampling. 

—Pacific Health Bulletin, No. 97, May 1977 
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Bed scale developed 3:11 
Belding, H.H. IV, LT, MSC, USNR, under- 
standing goes a long way 7:17 
Bills, M.R., LTJG, USN, PASS: prescription 

for personnel problems 12:4 
Biographies, request for 10:19 
Bishop, C.F., CAPT, MC, USN, manpower 

requirements for specialists 2:16 
Blanco, J., LTJG, NC, USN, magic and play 

in pediatric nursing 5:26 
Blank, L.W., CDR, DC, USN, questionnaire 
for preventive dentistry programs 9:26 
Blood 

banks, Navy, licensed by FDA 10:2 
donor centers and transfusion services 

10:22 
donor eligibility, mass screening for 6:15 
donor eligibility of crewmembers 6:8 
drive, Puget Sound 3:5 
typing sera, purchase of 3:9 
Bloom, J.D., CAPT, MC, USN 
heads research, development command 

11:5 
operational medicine support 1:19 
Board certifications (see Certifications) 
Boards, medical 

disposition of enlisted members by 12:25 
submitting data from 7:15 
Bolet, C.G., LT, MC, USN 7:5 
BOOST (Broadened Opportunity for Officer 

Selection and Training) program 11:23 
Brodine, C.E., CAPT, MC, USN, receives 

Conrad Award 7:3 
Bronchus, mucoid impaction of 5:20 
Brown, F.C., ENS, MSC, USN, hero lost in 

history: HA R.H. Stanley 7:19 
Brown, H., Ph.D., named Secretary of 

Defense 3:10 
Brown, R.B., VADM, MC, USN (Ret.), In 

memoriam 12:21 
Bryant, E.M., CAPT, MSC, USN 7:18 
BUMED, top staff members at 11:4 



BUMED SITREP (situation reports) 1:4, 
2:23, 3:12, 4:18, 5:8, 6:8, 7:18, 8:10, 
9:19, 10:19, 11:21, 12:24 

CALCIUM hydroxide as root canal filling 

material 5:23 
Cardiopulmonary resuscitation 5:14, 8:23 
Cardiotachometer, digital 3:11 
Carr, J.E., CAPT, MC, USN, Medical Corps 

manpower 11:9 
Cassells, J.S., CAPT, MC, USN, rationale 
for graduate medical education in Navy 
1:10 
Castell, D.O., CAPT, MC, USN, internal 

medicine, status of 2:7 
Casualty treatment training for dental offi- 
cers 12:23 
CAT scanners (see computerized axial 

tomography) 
Certification 

American Board 2:29, 5:18, 11:23 
American Board, Ob/Gyn, requirements 

for 5:8 
nurses, to administer intravenous sub- 
stances 5:17 
CHAMPUS, new regulations for 6:5 
Charges 

increased at overseas facilities 2:23 
medical, dental, subsistence rates 10:22 
outpatient, for civilians overseas 6:8 
Chenault, O.W., Jr., CAPT, MC, USN, 
manpower shortages in clinical services 
12:11 
Chernow, B., LT, MC, USN, mucoid im- 
paction of bronchus: adjunctive method 
of therapy 5:20 
Child advocacy at NRMC Portsmouth 3:16 
Children 
bacterial and viral infections in 3:14 
learning disability clinic for 1:27 
immunizations for 12:2 
National Children's Dental Health Week 

1:3 
pediatric nursing, magic and play in 5:26 
Cholera shots 11:21 
Chutter, R.J., CAPT, DC, USN, technique of 

transpyloric feeding 8:26 
Citric acid cavity cleanser 7:27 
Civilian positions, report of 9:23 
Claytor, W.G., Jr., named Secretary of Navy 

4:9 
Clown, at NRMC San Diego 9:16 
Cockroaches, control of shipboard 9:18 
Cold injury 

in Antarctica 2:24 
revised instructions for 3:8 
Comptrollership course 10:22 
Computerized axial tomography 
need for in naval hospitals 2:13 
unit installed 11:2 
Conder, M-, RADM, NC, USN, status of 

Nurse Corps 5:2 
Cordray, D.R., CAPT, MC, USN, intern- 
ships, Navy, recommendations for 2:11 
Cotton, W.R., CAPT, DC, USN, pulp 
response to citric acid cavity cleanser 
7:27 
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Courtesy 7:17, 8:1 

Cox, J.S., CAPT, MC, USN, discusses sports 

injuries 10:4 
Cox, J.W., RADM, MC, USN, what we need 

to do 12:6 
Crawford, A.H., CDR, MC, USNR, missed 

fracture dislocation of elbow with trans- 
location of radius 6:26 
CREO (see Programs) 
Cunningham, C.J., CAPT, DC, USN, calcium 

hydroxide as root canal filling material 

5:23 
Cupples, H.P., CDR, MC, USN, pars plana 

vitrectomy 11:26 
Curtis, M.S., CAPT, MC, USN (Ret.), In 

memoriam 12:21 
Curto, F.S., LCDR, MC, USNR, treatment of 

nosebleeds 12:26 

DAVIS, J.W., CAPT, MC, USN, internal 

medicine training needs 12:14 
Dental Corps, Navy 8:7 
Dental technicians 

in CREO Group D 4:19 
observe 29th anniversary 4:19 
skill resource file 5:17 
Dentistry 
calcium hydroxide as root canal filling 

material 5:23 
cannulating Wharton's duct during biopsy 

10:24 
caries susceptibility test 3:12 
citric acid cavity cleanser, pulp response to 

7:27 
custom staining technique for ceramic 

restorations 4:21 
disposing of excess precious metals 8:10 
managing emergencies in dental office 

6:22 
National Children's Dental Health Week 

1:3 
oral surgery requirements 2:15 
pharmacotherapeutics in 7:6 
preventive, new program for 7:16 
preventive, questionnaire for 9:26 
profiles of dental productivity 3:9 
regionalization, dental 3:12 
toothache diagnosis and treatment 3:21 
Diet (see Nutrition) 
Disaster drills 9:23 

Divers, aseptic bone necrosis in 12:24 
Diving studies 9:12 
DOD Health Council 2:23, 6:8 
Downs, R., LCDR, NC, USN, patient educa- 
tion: tool for efficient health care 
delivery 9:7 
Drugs 

amphetamines, misuse of 5:8 
dispensing over-the-counter 9:23 
Dully, F.E., Jr., CAPT, MC, USN, opera- 
tional medicine, specialists in 2:9 

EARLY, C.B., CAPT, MC, USN, computer- 
ized tomography, need for 2:13 
Education (also see Training) 

dental continuing 1:26, 2:28, 3:10, 7:6, 

8:11, 9:24, 10:23, 11:22, 12:23 
clinical neuro-otolaryngology 7:7 
graduate degree programs at USUHS 

12:22 
graduate medical 1:6, 1:10, 2:6, 5:10, 11:1 
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graduate medical, program directors 8:15 

medical continuing 1 :22 

Nurse Corps continuing 1:27, 5:18, 8:11 

10:23, 12:23 
Nurse Corps continuing, courses ac- 
credited 10:19 
nursing, NRMC Portsmouth 4:11, 6:16 
pathology courses, AFIP 3:11 
patient (see Patient education) 
Ejection injuries in combat 3:22 
Eklund, P., LCDR, MSC, USN, patient edu- 
cation: tool for efficient health care de- 
livery 9:7 
Elbow, missed fracture dislocation of 6:26 
Ellwood, L.C., CDR, MC, USN, Navy clinics: 
rewarding assignment for specialists 4:8 
Emergencies 
basic training for handling 6:7 
casualty treatment training for dentists 7:7 
dental office, management of 6:22 
oil tanker disaster 9:6 
Emergency medicine, federal chapter for 

specialists in 11:23 
Enlisted personnel 

CREO program changes for 4:19 
Enlisted Adviser Program 3:8 
medical board disposition of 12:25 
Navy Occupational Task Analysis Program 

(NOTAP) 4:19 
Sailor of year award winner 9:2 
Sailor of year competition opens 4:9 
senior, use of 2:1 
Equipment 
defining need for 11:16 
investment 12:25 
repair manual 10:22 
vehicle allowances 5:17 
Evans, E.F., CDR, MC, USN, missed frac- 
ture dislocation of elbow with transloca- 
tion of radius 6:26 
Ewing, C.L., CAPT, MC, USN (Ret.) 8:9 
Eyes (see Optometry, Ophthalmology) 

FACILITIES 

Camp Pendleton clinic wins design award 

4:18 
Cecil Field installs solar energy system 3:4 
dental, inspections of 3:8 
Field Medical Service School, Camp Pend- 
leton 6:10 
medical, inspections of 5:17 
Memphis, new clinic opens 2:29 
NAMRU-5, Addis Ababa, Ethiopia, dis- 
established 7:2 
Naval Ophthalmic Support and Training 

6:6 
Ocular Technician School, San Diego 4:18 
Okinawa, Japan, U.S. NRMC, change of 

command 6:4 
Potomac Annex clinic closes 1 :4 
Yokosuka, U.S. NRMC, alcohol rehabilita- 
tion unit 9:4 
Yokosuka, U.S. NRMC gains Sagami-Ono 
lab 4:18 
Family advocacy program 12:17 
Family practice 2:8, 12:15 
Fankhauser, C.E., Ph.D., regional approach 
to occupational hearing conservation 
11:19 
Farrell, P.E., RADM, DC, USN 11:6 
Febrile illnesses in Indonesia 7:26 



Fetal alcohol syndrome 11:29 
Firearms, rules for purchasing 2:29 
Fires, prevention of 5:16 
Flag officer selectees 4:18, 5:6 
Fleet liaison program 4:2 
Flight surgeons 
billets available 2:28 
enter Navy medical residencies 2:23 
sea duty in Independence 4:6 
Fornes, M.F., CAPT, MC, USN, what next 

for subspecialists? 12:17 
Fosburg, R.G., CAPT, MC, USN (Ret.), 
mediastinal mass: continuing challenge 
to thoracic surgeon 7:22 

GAUDRY, C, CAPT, MC, USN, Navy family 

practice 12:15 
Gibbons, J. A., CDR, MC, USN, mediastinal 

mass: continuing challenge to thoracic 

surgeon 7:22 
Gonorrhea, high-risk groups for 2:26 
Goller, V.L., CAPT, MC, USN, family advo- 
cacy program 12:17 
Good, D.C., CAPT, MC, USN, operational 

medicine 2:6 
Gorsuch, G.E., CAPT, MC, USN, flag officer 

selectee 5:6 
Green, W.J., Jr., CAPT, MSC, USN, open 

letter to Medical Service Corps 8:2 

HALEY, T.E., HMCM, USNR-R 11:21 
Hatten, A.D., Jr., CDR, MSC, USN 6:8 
Head and neck 

oral cavity malignancy symposium 11:24 
Health care administration class graduates 

9:25 
Health care delivery 
clinics, Navy, specialist assignment to 4:8 
fleet liaison program 4:2 
followup of transferred patients 7:15 
inpatient adjunct services, use of 8:18 
inpatient administration guidelines 7:14 
radical approach to 2:15 
Health Council, DOD 2:23, 6:8 
Hearing conservation 
audiometer repair 9:19 
audiometry screening 2:12 
Navy program 3:2 
mobile hearing units 9:19 
regional approach to 11:19 
Heart 
aortic valve replacement 4:24 
cardiopulmonary resuscitation 5:14, 8:23 
myocardial infarction, group therapy for 
5:29 
Heat stress 8:10 

Hellman, L.P., Sc.D., causes of hospitaliza- 
tion, active-duty personnel (1974) 3:18 
Hepatitis 5:22 
Higgins, R.W., CDR, MC, USNR, family 

practice, use of 2:8 
Hilling, L.N., LCDR, MSC, USN 6:8 
Hospital Corps, Navy 
A and C school, grades, transcripts of 7:14 
corpsmen now in CREO Group D 4:19 
C school vacancies 6:16 
79th anniversary greetings 6:3 
Stanley, R.H., HA, first corpsman to earn 

Medal of Honor 7:19 
technician shortages in support services 
12:11 
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Hospitalization of active-duty personnel, 
causes of 3:18 

Humphries, T.J., LCDR, MC, USN, adminis- 
tering swine flu vaccine to large ship- 
board population 5:19 

Hwang, W.S., LCDR, DC, USN, toothache 
diagnosis and treatment 3:21 

Hyperbaric research facility 9:12 

Hypertension screening aboard ship 10:25 

IMMUNIZATIONS 

influenza 3:9, 5:19 

Navy program for 12:2 

yellow fever 3:9 
Infections in children 3:14 
Influenza 

swine, vaccine administration aboard ship 
5:19 

immunization program 3:9 
Information, release of, from medical records 

3:9 
In memoriam 

Avery, B.F., CAPT, MC, USN (Ret.) 9:24 

Brown, R.B., VADM, MC, USN (Ret.) 
12:21 

Curtis, M.S., CAPT, MC, USN (Ret.) 
12:21 

Jewell, R., CDR, USN (Ret.) 12:21 

Jones, S.C., LT, DC, USN 12:22 
Insect repellent jacket 5:25 
Inspections 

of dental activities 3:8 

of medical commands 5:17 
Instructions and directives 3:8, 5:16, 7:14, 

8:13, 9:23, 10:22, 12:25 
Internal medicine 

status of 2:7 

training needs 12:14 
Internships, Navy, recommendations for 2:11 
Intravenous admixture program, record- 
keeping for 8:24 

JEWELL, R., CDR, USN (Ret.) In memoriam 

12:21 
Johnson, L.C., Ph.D., mysteries of sleep 

6:17 
Jones, S.C., LT, DC, USN, In memoriam 

12:22 

KARCH, L.L., LCDR, MSC, USN 

prepackaging topical ointments, creams 

7:20 
simplified record-keeping for centralized 
intravenous admixture program 8:24 
Kornblut, A.D., CDR, MC, USNR, treatment 

of nosebleeds 12:26 
Kreider, S.J., CAPT, MC, USN 11:5 

LASKOWSKI, J.B., HMC, USN, named 

sailor of year 9:2 
Lawton, G.M., CAPT, MC, USN 2:2 
Lead, exposure to, in indoor firing ranges 3:8 
Leave/travel time 9:19 
Leprosy seminars 8:11 
Letters to editor 1:5, 4:29, 7:8 
Lohner, T., CDR, MC, USN, child advocacy 

at NRMC Portsmouth 3:16 
Loyborg, T.W., M.S., regional approach to 

occupational hearing conservation 11:19 
Lungs 

mucoid impaction of bronchus 5:20 
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MCALARY, B.G., CDR, MC, USN, continu- 
ing medical education 1:22 

McGrail, J.F., CAPT, MC, USN, efficacy of 
CMI and MMPI as predictors of success- 
ful completion of psychiatric technician 
training 10:26 

McKean, T.W., CAPT, DC, USN, oral sur- 
gery requirements, Navy 2:15 

McLean, W.L., CAPT, MC, USN, flight sur- 
geon returns to sea 4:6 

MAGIC, use of, in pediatric nursing 5:26 
Malpractice, medical, in Navy 12:7 
Manpower 

Medical Corps 1:16 
Medical Dept requirements for 1:13 
medical specialists, requirement for 2:16 
Martin, W.E., LT, MC, USNR, flight sur- 
geon of year 8:9 
Massey, E.W., LCDR, MC, USNR, hyper- 
tension screening aboard ship 10:25 
Matzen, M.M., Navy diving biomedical re- 
search and development: the NMRI 
program 9:12 
Maumenee, A.E., M.D. 11:22 
Meat, how to thaw 7:21 
Mediastinal mass, treatment of 7:22 
Medical boards 
for heart patients 3:10 
reports 5:17 
Medical Corps, Navy 
manpower in 1:16, 11:9 
physician shortage 7:1 
Medical Dept, Navy 
assignment of officers 4:17 
manpower, requirements for 1:13 
perspectives of 1:7 
status of 11:7 
status of women in 4: 13 
Medical Dept officers 
assignment of 8:10 
civilian employment of 5:17 
Medical holding companies 7:15 
Medical Service Corps, Navy 
billets, optometry 4:18 
health care administration graduates 9:25 
NRMC Great Lakes officers earn M.A. 

degree 4:11 
status of 8:2 
Medical school liaison officers 5:8 
Meetings 
aeromedical safety 2:23 
American Academy of Pediatrics 2:2 
Assn of Military Surgeons of U.S. 2:2, 

5:18, 9:25 
International Congress of Group Psycho- 
therapy 5:18 
Medical Reserve Policy Board 11:23 
nursing conference, NRMC Oakland 3:11 
occupational health workshop 2:4 
SAC VIII (Specialties Advisory Confer- 
ence), first plenary session 1:6 
SAC VIII, second plenary session 2:6 
SAC IX, first plenary session 11:7 
SAC IX, second plenary session 12:6 
Meharra, E.W., LCDR, DC, USN, calcium 
hydroxide as root canal filling material 
5:23 
Melton, L.J. Ill, CDR, MC, USN 
causes of hospitalization, active-duty per- 
sonnel (1974) 3:18 



influence of high-risk groups on incidence 

of gonorrhea 2:26 
receives Gay lor Award 2:2 
Miller, T.F., Jr., CAPT, MC, USN 
audiometry screening 2:12 
regional approach to occupational hearing 
conservation 11:19 
Miller, W.O., RADM, JAGC, USN, medical 

malpractice in Navy 12:7 
Milnes, R.F., RADM, MC, USN 5:6, 11:4 
Moonlighting, annual reports of 5:17 
Morris, W.F., Jr., LCDR, MSC, USN, sim- 
plified record-keeping for centralized 
intravenous admixture program 8:24 
Mosby, EX., CAPT, DC, USN 
cannulating Wharton's duct during biopsy 

10:24 
managing emergencies in dental office 
6:22 
Moyer, D.B., LCDR, MC, USNR, medical 

support in Antarctica 2:24 
Myocardial infarction, treatment of 5:29 

NATIONAL Children's Dental Health Week 

1:3 
NATO exercises 5:9 
Naval Electronics Laboratory Center 
designs digital cardiotachometer 3:10 
develops bed scale 3:11 
Naval Medical Research Institute, diving 

biomedical research at 9:12 
Naval Medical Research Unit (NAMRU) No. 

5 closes 7:2 
Navy Medicine, U.S. 
distribution of 11:21 
readership survey 6: 
Newsmakers, NAVMED 3:29, 4:20, 6:9, 7:9, 

9:17, 10:15 
Noise hazards. Navy 3:2 
Norton, R., CAPT, MC, USN, life after the 

Berry Plan 12:10 
Nosebleeds, treatment of 12:26 
NOTAP (see Enlisted personnel) 
Nurse Corps, Navy 

consultants to Surgeon General 3:12 
continuing education 1:27, 5:18, 8:11, 

10:23, 12:23 
Continuing Education Approval, Recogni- 
tion Program (CEARP) 3:7 
nurse certification for administering intra- 
venous substances 5:17 
status of 5:2 
uniform changes 7:6 
Nursing, pediatric 5:26 
Nutrition, Armed Forces standards for 3:8, 
5:16 

OCCUPATIONAL health workshop, 20th 

8:11 
Occupational medicine 

hearing conservation 3:2, 11:19 
pulmonary function testing 8:21 
Ocular trauma, management of 11:26 
Ollenburg, W.A., LT, MSC, USN, simplified 
record-keeping for centralized intrave- 
nous admixture program 8:24 
Olszak, H.A., HMCM, USN 11:6 
Operation Deep Freeze 
corpsmen needed for 8:10 
medical support of 2:24 
Operation Solid Shield '77 9:20 
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Operational medicine 1:19 
health education for fleet personnel 12:24 
Indian Ocean, deployment to 8:16 
NATO exercises 5:9 
recommendations for 2:6 
specialists in 2:9 
training for fleet support 12:5 
Ophthalmology 

pars plana vitrectomy 11:26 
Optometry 

billets restored 4:18 

Naval Ophthalmic Support and Training 
Activity 6:6 
Oral cavity malignancy symposium 11:24 
Oral surgery 

cannulating Wharton's duct during biopsy 

10:24 
requirements for specialists in 2:5 
Orthopedics 
missed fracture dislocation of elbow with 

translocation of radius 6:26 
surgery, Navy 12:12 
Osteopathic physicians, military, new orga- 
nization for 9: 19 
O'Sullivan, M.J., M.D., mediastinal mass: 
continuing challenge to thoracic surgeon 
7:22 
Otolaryngology 

oral cavity malignancy symposium 11:24 
Overseas liaison 8:10 

PACKAGING topical ointments 7:20 

Pars plana vitrectomy 11:26 

Parver, L., LCDR, MC, USNR, pars plana 

vitrectomy 11:26 
PASS (Pay and Personnel Administrative 

Support System) 12:4 
Passports 4:11 
Patient education 

establishment of programs for 5:1 
for diabetic and cardiac patients 8:22 
for fleet personnel 12:24 
for heart attack victims 5:29 
Nav Hosp Patuxent River program 9:7 
Patient relations, training in 7:17 
Patients, transfer of 5:17 
Patterson, V.E., HM3, USN 10:16 
Pay, military 
Joint uniform system 4:9 
PASS 12:4 

retirement, computation changes 6:16 
Payton, R.A., LCDR, MSC, USN, use of in- 
patient adjunct services in naval hospi- 
tals 8:18 
Pediatrics 
child advocacy at NRMC Portsmouth 3:16 
continuum of residencies in 2:11 
infections, bacterial and viral, in children 

3:14 
learning disability clinic 1:27 
magic and play in nursing 5:26 
meet Dr. All Thumbs 10:16 
technique of transpyloric feeding 8:26 
Pelleu, G.B., Jr., Ph.D., calcium hydroxide 

as root canal filling material 5:23 
Penkunas, J. J., LT, MSC, USN, efficacy of 
CM! and MMPI as predictors of success- 
ful completion of psychiatric technician 
training 10:26 
Personnel (also see Manpower) 

Pay and Personnel Administrative Support 
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System 12:4 
senior enlisted, use of 2:1 
shortages in clinical services 12:11 
technician shortages in support services 
12:11 
Peterson, R.V., LCDR, MSC, USN, war on 

shipboard roaches 9:18 
Pharmacy 

prepackaging topical ointments 7:20 
record-keeping for centralized intravenous 
admixture program 8:24 
Photographs, biographies needed 10:19 
Physical examinations, radiation 7:16 
Physicians, Navy 

staffing standards for 2:23 
shortage of 7:1 
Poley, R., CAPT, MC, USN, technician 

shortages in support services 12:11 
Prescriptions, writing of 5:17 
Preventive dentistry (see Dentistry) 
Preventive medicine 

care of refugees in Guam 6:21 
hearing conservation 3:2, 11:19 
immunizations 3:9, 5:19, 12:2 
shipboard water quality 12:29 
thawing meat, procedures for 7:21 
Prisoners of war, consequences of captivity 

8:29 
Productivity enhancement, funding of 10:22 
Programs 
aviation medical officer 9:6 
Continuing Education Approval, Recogni- 
tion, Nurse Corps 3:7 
CREO (Career Reenlistment Objectives) 

4:19 
hearing conservation, Navy 3:2 
Navy Occupational Task Analysis 4:19 
Project Readiness '77 1:28 
Promotions 
captain selectees for FY78 9:24 
flag officer selectees 4:18, 5:6 
MSC selectees 7:7 
Psychiatric technician training, study of 

10:26 
Pulmonary function testing 8:21 
Pursch, J.A., CAPT, MC, USN 8:9 

QUINN, J.J., CAPT, MC, USN, operational 
medicine support 1:19 

RACK, R.V., CAPT, MC, USN, Navy clinics: 
rewarding assignment for specialists 4:8 
Radiation physical examinations 7:16 
Radiology 

computerized tomography 2:13, 11:2 

in Navy 12:13 
Randels, P.H., CAPT, MC, USN, Navy 

orthopedic surgery 12:12 
Records, medical/dental 

disposition of 6:15 

errors in 1:4 

fees for copies of 7:14 

Marine Corps, disposing of 9:23 

proper maintenance of 4:4 

release of information from 3:9 

transfer of 9:23 
Records, recovery room 8:14 
Reed, R.K., LT, MC, USNR, guide to bac- 
terial and viral infections in children 
3:14 
Refugees, care of 6:21 



Regionafization, dental 3:12 
Rehabilitation 

Greek officer treated 2:5 
group therapy for heart patients 5:29 
Reports 

disease alert 7:15 

inpatient workload and morbidity 7:15 
moonlighting 5:17 

nonstandard material, procurement of 7:14 
of civilian positions 9:23 
of interment expenses 7:15 
Research 

animals, use of 12:25 
aseptic bone necrosis 12:24 
diving biomedical, at NMRI 9:12 
NAMRU-5 closes 7:2 
new filarial parasite identified 4:18 
sleep studies 6:17 
Reserve, Naval 
credit for professional meetings 6:16 
fitness reports, computerized form for 

11:21 
functional billets 7:18 
medical school liaison officers 5:8 
Operation Aestival Hiatus, officers for 6:8 
Project Readiness '77 1:28 
staff medical officers for readiness com- 
mands 12:24 
Resource management system, statistical 

accounts for 12:25 
Respiratory therapy, preventing hazards 

8:12 
Retirement 

pay computation changes 6:16 
Reserve credit for professional meetings 
6:16 
Richter, T., CAPT, MC, USN, reflections in 
the wake: two decades of Navy medicine 
6:12 
Rizzi, J.N., CAPT, MC, USN 11:6 
Roach, W.L., Jr., MSC, USN, use of inpa- 
tient adjunct services in naval hospitals 
8:18 
Roaches (see Cockroaches) 
Robinson, F.C., ENS, USNR, clinicopatho- 
logical study of aortic valve replacement 
4:24 
Root canal, calcium hydroxide as filling 

material for 5:23 
Roster, semiannual, of key Medical Dept 

personnel 3:23, 10:11 
Rucci, E.P., CAPT, MC, USN, flag officer 

selectee 5:6 
Rupnik, E.J., RADM, MC, USN, manpower: 
the requirement base 1:13 

SAC (see Meetings) 
Safety tips 
for anesthetizing areas 6:14 
for flammable, nonflammable, mixed 

anethetizing areas 7:12 
nonflammable medical gas systems 10:20 
preventing hospital fires 5:16 
preventing respiratory therapy hazards 
8:12 
Sahn, S.A., M.D., mucoid impaction of 
bronchus: adjunctive method of therapy 
5:20 
Sailor of year 

competition opens for 4:9 
HMC J, Laskowski named 9:2 
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Saunders, B.S., CDR, MC, USN, technique 

of transpyloric feeding 8:26 
Schmid, P.E., LT, DC, USNR, custom stain- 
ing technique for natural-looking ceram- 
ic restorations 4:21 
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ACDUTRA clerkships 7:10 
graduate medical education program 

directors 8:15 
internships, results of selection 8:15 
Navy clinics: rewarding assignment for 

specialists 4:8 
officer reflects on Navy career 6:12 
restructuring GME-1 year 3:13 
students tour NRMC Jacksonville 7:10 
taxes for AFHPSP students 10:18 
training programs, application for 5:10 
USUHS on tour 3:13 
Schools 

A and C, grade transcripts from 7:14 
Field Medical Service, Camp Lejeune 12:5 
Field Medical Service, Camp Pendleton 
6:10 
SEA badge, new design for 11:21 
Sears, H.J., CAPT, MC, USN 
radical approach to health care delivery 

2:15 
Navy medicine in crisis 12:16 
Securing hospital property 8:10 
Seminars 
Hansen's disease 8:11 
management of insensitive feet 8:11 
radiology, at AFIP 4:9, 12:23 
Shaver, R., LCDR, MSC, USN, patient edu- 
cation: tool for efficient health care de- 
livery 9:7 
Shaw, J.S., CAPT, NC, USN, teaching dia- 
betic and cardiac patients: new guide- 
lines 8:22 
Ships 
administering swine flu vaccine aboard 

5:19 
cockroaches on, control of 9:18 
Guadalcanal in NATO exercises 5:9 
hypertension screening aboard 10:25 
Puget Sound, blood drive in 3:5 
Siegel, R.L., D.D.S,, pulp response to citric 
acid cavity cleanser 7:27 



SITREP, BUMED (see BUMED S1TREP) 
Sleep 6:17 

Smith, J.H., LCDR, NC, USN, teaching dia- 
betic and cardiac patients: new guide- 
lines 8:22 
Smith, J. P., CAPT, MC, USN, state of Navy 

radiology 12:13 
Solar energy systems 3:4, 3:12 
Sparks, H.A., RADM, MC, USN 11:4 
Spinks, G.J., LT, MSC, USN, understanding 

goes a long way 7:17 
Sports injuries 10:4 
STAFFTAR (staffing targets) 2:22 
Stanley, R.H., HA, USN 7:19 
Strange, R.E., CAPT, MC, USN, Medical 

Corps manpower 1:16 
Students (see Scholars' Scuttlebutt) 
Sullivan, H.C., ENS, MSC, USN, PASS: pre- 
scription for personnel problems 12:4 
Swope, J. P., CDR, MC, USN 
medical equipment 11:16 
nonflammable medical gas systems 10:20 
preventing respiratory therapy hazards 

8:12 
safety in flammable, nonflammable and 
mixed anesthetizing areas 7:12 
Symposia 
malignancy of the oral cavity 11:24 
nursing, NRMC Yokosuka 3:7 
trauma, joint medical 7:7 
trauma management 7:6 

TAXES for AFHPSP students 10:18 
Therapy, groups, for heart patients 5:29 
Thomas, J.J., Jr., RADM, DC, USN 5:7, 11:6 
Thyroid cancer, irradiation related 3:12 
Ticks, collection of 6:25 
Training (also see Education) 

ACDUTRA clerkships 7:10 

aerospace pathology 5:18 

AFIP courses 9:24 

basic emergency medical 7:7 

cardiopulmonary resuscitation 5:14, 8:23 

casualty treatment, for dentists 4:11, 7:7, 
12:23 

combat, medical support of 6:10, 12:5 

comptrollership course 10:22 

financial and supply management 2:28 



hearing conservation technician course 
4:11 

Hospital Corps C school vacancies 6:16 

medical staff planning course 10:19 

patient relations 7:17 

pharmacotherapeutics, dental, corre- 
spondence course in 7:6 

psychiatric technicians, study of 10:26 

radiology seminars 12:23 

residency/fellowship program (FY78) 7:16 

short clinical residencies 6:16 

undersea medicine 12:24 
Transferring non-Navy military patients 5:17 
Transpyloric feeding technique 8:26 

UNDERSEA medical officers' course 12:24 
Uniform chart of accounts 12:24 
Uniformed Services University of Health 
Sciences (USUHS) 

application deadline 9:25 

Dr. Curreri resigns 1:4 

graduate degree programs 12:22 

students on tour 3:13 
Unions, DOD policy on 6:8 
V. S. Navy Medicine (see Navy Medicine) 

VA facilities, transfer of patients to 12:25 

Vaughn, W.J.H., CAPT, DC, USNR, flag 
officer selectee 5:8 

Vehicle allowances 5:17 

Venereal disease 

gonorrhea, high-risk groups for 2:26 
nongonococcal urethritis in Navy 6:29 

WATER, shipboard, quality of 12:29 

Weight standards 8:10 

Whitmore, P., LCOL, MC, USA, pars plana 

vitrectomy 11:26 
Williams, R.G.W., Jr., RADM, MC, USN 

11:4 
Women, in Medical Dept, status of 4:13 
Word processing systems 7:18 

YELLOW fever immunization 3:9 

ZWILLICH, C.W., M.D., mucoid impaction 
of bronchus: adjunctive method of 
therapy 5:20 
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